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IMPROVED MEDICAL CARE-— 
AN ARGUMENT AGAINST 
STATE MEDICINE 


Cc. R. SWACKHAMER, M. D. 
Superior, Arizona 


(Presidential address of the Southwestern Medical Association 
at its annual meeting at Phoenix, Arizona, Nov. 18-20, 1937.) 


The most important question now confront- 
ing the medical profession is that of state or 
socialized medicine. The problem has been 
definitely thrust upon us and should receive 
the serious consideration of every individual 
and organization interested in the protection 
of public health. 

Since its beginning, organized medicine has 
worked consistently for the advancement of 
the science and art of medicine and the im- 
provement of public health. The results in 
this country speak for themselves. 

In all countries where the medical profession 
has lost control of the practice of medicine, the 
standards of the profession and of the care of 
the sick have been lowered with an increase 
in morbidity and mortality. 

Taking advantage of the depression with a 
vast number of our people in need and on re- 
lief, social workers, profit seekers, paid re- 
formers, unscrupulous politicians, and paid 
agents of certain philanthropists have attacked 
the medical profession and the present system 
of the care of the sick. It is readily seen that 
all these agencies will gain perhaps at the 
expense of the medical profession, but cer- 
tainly to the detriment of the public health. 
The most vehement of the seekers of personal 
profit are the social workers. They form a new 
“profession”, which has been created by pro- 
fessional philanthropy and social welfare or- 
ganizations. Socialization of medicine would 
create a vast amount of work in providing 
medical relief and would open a fertile field 


for their fast-growing “profession” and for the 
employment of a large number of social work- 
ers. They well know that the administration 
of a socialized medical program with the gov- 
ernmental red tape would require thousands 
of employees. They are also aware of the fact 
that the expense of administration in England 
is over half of that for physicians and that the 
non-medical workers in Germany are greater 
than the total number of physicians doing the 
work. 


The paid reformer, constantly seeking a 
panacea for poverty, would completely change 
the present system of medical service, because 
of a negligible percentage of the people, who 
are said to be unable to meet the costs of ill- 
ness. The reformers forget or ignore the report 
of the committee on the cost of medical care, 
which surveyed from manth ‘to month for 
an entire year the health needs of some 39,000 
persons in this country. This survey showed 
that of the total, some 47.9% needed medical 
care and received it; 47.1% of the people had 
no need for medical care during the year. This 
leaves only 5% of the people to be accounted 
for, including those who choose to go to the 
cultists, which would appear to be a small per- 
centage who ask for medical services and do 
not receive it. 


In the socialization of medicine, the un- 
scrupulous politician sees the control of a vast 
new patronage-army with hundreds of choice 
jobs to pass out. It would place huge sums 
of money into their hands to be administered 
by them and their aids. This form of control, 
as has occurred in other countries, would re- 
sult in less skilled men in the profession, 
would destroy incentive for research or pro- 
gress, would interfere with proper treatment 
for the patient, over-work the physicians and 
cause a loss of respect for them by patients. 

The paid agents of certain philanthropists 
and social workers seek to relieve poverty and 
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to secure the resources for such relief. They 
distribute these cash benefits, not their own, 
according to their standards and opinions of 
what is good for the recipients. They naturally 
seek to distribute the services of physicians in 
the same way and resent any implication that 
they are not equally competent to determine 
how, and to whom and in what amounts these 
services should be distributed. Large amounts 
of money have been expended by some of the 
so-called philanthropic foundations on surveys, 
which could better have been spent for the 
care of the sick, as it was originally intended to 
be used. These foundations do not represent 
public organizations or people but only ex- 
tremely limited groups. Their efforts in 
certain large corporations are in the saving 
of wages through establishing a socialized sys- 
tem of medical care, rather than attempting to 
promote some means of increasing wages so 
that the individual may select his own physi- 
cian and be able to pay for his own care. 

It is highly important that we should give 
careful study to these critics of our profession, 
but should be careful not to be too ready to 
accept their many untried and illogical sug- 
gestions and plans which have not proved suc- 
cessful in other countries. 

Organized medicine fully recognizes that we 
have some unsolved problems in the rendering 
of medical care to the sick. We have always 
had problems; the individual has problems even 
in his business and the large industries that 
depend on management have multiple prob- 
lems. Employees have their problems, multi- 
ple in number, and their sensible and profit- 
able solution must come from within and not 
from without. The practice of medicine oc- 
cupies a position much clearer in concept, be- 
cause in rendering good medical service the 
profession has never turned backward. It’s 
march has always, and particularly of late,, 
been toward an increasing efficiency. Why with 
this record of achievement, any person could 
ask for a radical change seems unanswerable. 
It seems particularly unanswerable when 
these same experiments over a period of years 
in other countries have failed. 

Much data is available to prove that the 
method of conducting practice of medicine in 
the United States is more efficient than in any 
coutitry in Europe, where the so-called “State 
Medicine” is in use. 
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The most extensive and apparently impartial 
study of the broad problem of the medical care 
of the people of this country has recently 
been completed by the American Foundation 
Studies in Government. Over 2000 selected 
representative physicians in about 5000 letters 
gave opinions, derived from their experiences 
in answer to inquiries concerning the “ade- 
quacy”, and. their recommendations for im- 
provement, of the medical care of our people. 

Of the 2100 selected physcians about 289 or 
13.5% were general practitioners; 18% were 
specialists in internal medicine; 4.5% in pedia- 
trics; 38% were surgeons and the remaining 
were distributed among specialists in nearly 
all fields of medicine and closely allied groups. 
Of the total number, 4% were teachers in medi- 
cal schools, and 86.5% specialists. 

Selected excerpts from’ these letters have 
been edited and published in 2 large volumes 
called “American Medicine—Expert Testi- 
mony out of Court”. There were no conclu- 
sions drawn from these opinions. 

Although there is much confusion and many 
disagreements, the testimony, however, does 
much to clarify it. To those sincere in their 
efforts to improve the medical care of our peo- 
ple this report shall be of great value. 

In the first place, it shows that the difficulty 
seems to lie in the fact that agitation for solu- 
tions have preceded analysis of what the pres- | 
ent situation really is. There must be a great 
deal of agreement on definitions of terms and 
situations before the problem can intelligently 
be discussed. There must also be a considerable 
amount of agreement, on the real nature of 
defects in the present method, before suppori 
can be secured for particular methods of rem- 
edying them. 

It is true that some excellent surveys have 
been made and some enlightening figures pre- 
sented. But a good many of the factors in the 
organization of medical care, in the problem 
of providing adequate medical care for all 
groups of the population, are not susceptible 
to statement by figures. 

Adequate and available medical care are 
two terms which cannot be defined in simple 
statements. This inquiry has shown that there 
is a problem in that adequate medical care is 
not always available, that it must be dealt 
with, that the problem is not simple but com- 
plex, that there can be no simple answer, and 
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that the organization of medical care cannot 
intelligently be dissociated from the social 
and economic organization as a whole. “Medi- 
cal care cannot elevate the individual to a 
normal state of health and mind while un- 
favorable living conditions exist.” 

The majority of the contributors in this in- 
quiry feel that a large part of the population 
does not receive adequate medical care, even 
if not defined too ambitiously. The present 
inadequacy is attributed to, first, the fact that 
the quality of medical care available to the 
average person is not as good as it might be, 
and therefore is not good enough, secondly, 
the layman’s failure to differentiate between 
good and poor medicine, and hence the lack of 
demand for the best care that is now available, 
and, thirdly, the cost of good medical care be- 
ing more than many persons who are handi- 
capped by sickness can pay. 

In suggesting means of correcting the first 
and second causes of inadequate medical care, 
their opinions are overwhelmingly in favor of 
directing attention to bettering and broadening 
medical education, and to enlarging the role 
of hospitals in the medical care of the public. 
Special stress is placed on medical education, 
for with the rapid progress in medical knowl- 
edge, the well-educated physician of today 
will be obsolete tomorrow, unless he is pro- 
vided with means of keeping in contact with 
advancing medicine. “The kernel of the organ- 
ization of medical care must eventually be the 
hospital of the community, for it can offer the 
necessary facilities of every kind in the most 
economical way.” The close association of 
physicians with large hospitals and teaching 
groups, is the best means of keeping the practi- 
tioners of medicine abreast of the times. 

There is a great difference of opinion as re- 
gards the responsibility of government, in 
meeting the third difficulty, namely that per- 
taining to cost. Many feel that there will be 
little need of reorganization of our medical ser- 
vice if the sociologists and reformers will de- 
vote their time to improving the general eco- 
nomic status of the people. The majority of 
physicians feel, however, that the state is re- 
sponsible for the care of the indigent sick, al- 
though there is not complete agreement on just 
how this should be done. 

In the opinions expressed on specialization, 
group practice and public health organizations, 


427 


by far the majority were of the opinion that 
there are too many poor specialists and not 
enough good ones. They favored the certify- 
ing boards as a step that should raise the quali- 
fications of those designated as specialists, and 
to help the public distinguish between proper- 
ly and improperly qualified specialists. 

There was a great deal of disagreement as 
to whether group practice really solves the 
problem as a means of dealing with the com- 
plex character of modern medicine. It was felt 
that state and federal health-agencies should 
direct public health units in effectively con- 
trolling hygiene and preventing disease in the 
communities, but that they should not provide 
medical care to individual patients. 

In this extensive report there is a great deal 
of discussion of various proposals for the re- 
organization of medical care and public health 
service. The majority opinion is that the gov- 
ernment’s part in medicine should be limited. 
It favors government funds to be used for the 
care of the indigent sick and this to be done 
largely through existing hospitals. It com- 
mends the public health services in such dis- 
eases as tuberculosis, pneumonia and syphilis, 
and suggests that other diseases, particularly 


disabling or requiring long and excessively ex- 


pensive treatment, should receive benefits 
from the public health services. Many opinions 
favor health insurance or some prepayment 
plan, but it is generally agreed that medical 
insurance should not be limited and should 
carry no benefts of any kind other than ade- 
quate medical care. There is also widespread 
support of hospital insurancé, 

If we can accept the opinions of those physi- 
cians who replied to this inquiry concerning the 
adequacy and their recommendations for the 
improvement of the medical care of our people, 
as being a cross-section of the views of the 
medical profession, and it has been definitely 
presented to the public as such, then it seems 
sufficiently clear, that we have the answer, for 
all the critics of the present medical service 
and those who would make radical changes and 
illogical experiments. 

To improve medical care and thus make 
adequate medical care available to the people, 
the facts definitely prove that it must be done 
by a process of evolution and not by revolu- 
tionary measures. 

The first and most important step is better 
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education of the student, of the public and con- 
tinued education of practicing physicians. 
Great progress is now being rapidly made 
along this line. 

Hospitals and clinics should be established 
to cover all districts, but only where, and when 
a sufficient number of fully qualified special- 
ists become available to staff them properly. 
This will bring together all branches of medi- 
cal knowledge and equipment and make their 
services available to those who can pay for 
their medical care. The inclusion of the family 
physician, as an important staff member will 
- do much to maintain the intimate relation be- 
tween the doctor and his patient. 


Thus the organization of medical care about 
hospital clinics could be secured and still 
preserve a competition between independent 
groups, free from political control. 

To further distribute the cost of medical 
care, this type of organization would be adapt- 
able to some form of prepayment plan if desir- 

This report has shown that the medical pro- 
fession has the wisdom and patience to solve 
the problem. We must first, however, make 
the public understand it before their impati- 
ence forces governmental action which will de- 
feat the very purpose for which it is enacted, 
namely, the making of “Adequate Medical 
Care” available to all the people. 





A NEW CONCEPTION OF 
BRONCHIECTASIS 
(Preliminary Report) 


SAMUEL H. WATSTON, M.D., and 
CHARLES S. KIBLER, M. D. 
The Tucson Clinic 


Tucson, Arizona 


(Presented to the Arizona State Medical Association at its 
46th Annual Session, Yuma, Arizona, April 1-3, 1937), 


It has been recognized for many years that 
sinusitis and bronchiectasis commonly co- 
exist; in fact bronchiectasis is seldom found 
wthout at least some evidence of sinusitis. 
No convincing explanation of this co-existence 
has been forthcoming. It seems absurd to try 
to explain this on the basis that the sinus secre- 
tion drops down into the bronchial tree causing 
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infection there. We wish to offer another ex- 
planation. 

It was noticed that many cases of bronchi- 
ectasis had some manifestation of allergy, such 
as hay fever, asthma, urticaria, eczema, or 
rhinitis. Investigating the cytology of the na- 
sal secretions we were impressed with the fre- 
quency of high percentages of eosinophiles. 
We then began cytologic examinations of the 
sputum of all bronchiectatic cases, and were 
surprised to find an abundance of eosinophiles 
in a high percentage of these cases. Since 
this time we have not only examined all new 
cases of bronchiectasis but also old cases that 
were available. We have seldom failed to find 
an abnormal percentage of eosinophiles in the 
sputum if repeated examinations were per- 
formed. 

The observation that the large majority of 
bronchiectasis cases have abnormal percent- 
ages of eosinophiles in their sputa gives the 
impression that bronchiectasis has an allergic 
background. 

The question arises as to whether sinusitis 
and bronchiectasis in an individual have a 
common etiology, namely allergy. Skin tests 
and history taking have largely confirmed this. 
A number of cases have been found to be non- 
reactors as far as the skin is concerned, and 
true atopy could not be proved. However, this 
is not uncommon in allergic conditions. 

Other evidence supporting our hypothesis is 
that many cases of bronchiectasis respond to 
elimination of allergens or to desensitization 
treatment with offending substances with 
marked reduction of cough and sputum, or 
with even entire elimination of symptoms if the 
case is not too far advanced. We realize that 
bronchiectatic dilation of any great degree is 
usually permanent ,especially if of long stand- 
ing and accompanied by much peribronchial fi- 
brosis, but the secondary infection and allergic 
irritation can be benefited with improvement of 
symptoms and the patients’ comfort. We do 
not mean to give the impression that all bron- 
chiectasis is due primarily to allergic sensitiza- 
tion. There are mechanical factors predispos- 
ing to this condition. Any factor reducing pul- 
monary elasticity, such as pulmonary fibrosis, 
or obliterative pleuritis with pulmonary fibro- 
sis, which transmits the expansion of the chest 
wall through the lung to the bronchial tubes, 
will favor dilation and pocketing. Bronchi- 
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ectasis can develop also in cases where there is 
obstruction of a bronchial tube from foreign 
body or tumor. It is interesting to have made 
the observation that in 2 cases believed to have 
bronchiectasis due to pulmonary fibrosis, abun- 
dant eosinophiles were found in the sputa. 
Perhaps in these cases the fibrosis was sec- 
ondary to the infection resulting from broa- 
chiectasis rather than the primary cause. 
Pneumonia as a primary cause of bronchiec- 
tasis can reasonably be questioned unless em- 
pyema or severe pleuritis with fixation or re- 
duced pulmonary elasticity results. It is well 
known that bronchiectasis cases commonly 
have obstruction of drainage by acute bron- 
chial infections and, under these conditions, 
they closely simulate pneumonia. When one 
gives a history of having had frequent attacks 
of pneumonia, bronchiectasis or allergic pneu- 
monia should be suspected, especially if the at- 
tacks are of short duration and there is chronic 
cough with sputum between the attacks. How- 
ever, an attack of pneumonia may cause a 
breakdown of allergic resistance and initiate 
bronchial allergy. The onset of bronchiectasis 
following pneumonia, influenza, measles, or 


whooping cough is similar to the history given 
by asthmatic patients following these infec- 
tions. 


In reviewing the history of a series of cases 
of bronchiectasis one is impressed with the 
frequency of blood raising and attacks of pneu- 
monia. We repeatedly have seen one of these 
attacks of pneumonia and found it to be due to 
an obstructed bronchiectasis which promptly 
subsided when a large quantity of purulent 
sputum was raised. 

The question arises as to what percentage of 
eosinophilic polymorphonuclear leucocytes is 
necessary to prove that the secretion is aller- 
gic. There is considerable variation of opinion. 
According to Kahn and Stout!: 

“1. A positive eosinophilic nasal smear of 
from 10 to 90 per cent is almost invariably di- 
agnostic of allergic rhinitis. 

“2. A positive eosinophilic smear of 4 per 
cent or over is highly suggestive of allergic rhi- 
nitis. 

“3. Conditions such as a pure, thin, watery 
discharge, allergic quiescence and, at times, 
intercurrent infections in previously definite- 
ly proved cases of allergic rhinitis are proof 


that the absence of eosinophilia at a single ex- 
amination does not bar allergic rhinitis. 

“4. The presence of abundant non-eosino- 
philic polymorphonuclear leukocytes in the 
smear is practically diagnostic of infection. 

“5. Allergic and infectious rhinitis and 
sinusitis may exist coincidently or at alternate 
periods in the same person. 

“6. This simple nasal smear test, if done as 
a routine measure, will prove of decided diag- 
nostic value to rhinologists and to workers on 
allergy.” 

We believe that 10 per cent of eosinophiles in 
nasal secretion or sputum is suggestive of al- 
lergy and 15 per cent or over is diagnostic. 
There is considerable variation in the number 
of eosinophiles from time to time. Three ex- 
aminations at different times are decidedly 
more valuable than 1 examination, because 
eosinophiles may be absent in one examina- 
tion and abundant at another time. Conse- 
quently, 1 examination for eosinophiles, if neg- 
ative, is of no value. 

It has been generally supposed that allergic 
sputum is mucoid in type but it has been our 
experience that the most typical purulent 
bronchiectatic sputum may contain a high per- 
centage of eosinophilic cells, even without any 
clinical evidence of allergic symptoms. A na- 
sal eosinophilia in bronchiectasis is presump- 
tive evidence of bronchial eosinophilia. 

It is becoming common knowledge among 
nose and throat physicians that about one-third 
of their patients consulting them for nasal com- 
plaints are allergic. We venture to say that al- 
most 50% of chronic sinusitis cases which we 
encounter in the west are allergic; usually we 
see only the ones who have obtained little ben- 
efit by treatment elsewhere, or have had the 
condition for a long time. This would natural- 
ly increase the percenatge of allergy and sinu- 
sitis cases in the west as it is well known that 
the presence of allergy in the nose predisposes 
to sinusitis and prolongs this condition mar- 
kedly. Nasal operations in the presence of al- 
lergy are not particularly beneficial, nor do 
they usually give lasting benefit. 

Nose and throat specialists are remiss in 
not doing more cytologic examinations of nasal 
secretions and discovering what cases are al- 
lergic and recognizing the allergic background 
of many chronic sinusitis patients. The early 
recognition of nasal allergy and its proper man- 
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agement often prevents troublesome sinusitis, 
and also probably prevents bronchiectasis from 
developing later. 

In performing lipiodol examniations of the 
bronchial tree in allergic individuals we have 
found all stages of bronchiectatic dilatation 
from a moderate amount of lack of tapering to 
decided cylindrical dilatation and large saccu- 
lar pocketing. It probably requires many years 
to producee decided dilatation. We believe that 
these cases of bronchiectasis to which we refer 
always begin as allergic bronchitis with no pre- 
vious organic bronchial change. Can we then 
benefit our patients more than we do by pos- 
tural drainage, treatment of sinusitis, favor- 
able climates, rest, etc. Our results so far lead 
us'to this belief. We hope that considering 
many cases of bronchiectasis as primarily due 
to allergy we may not only relieve troublesome 
symptoms but actually prevent the progres- 
sion of a slight bronchiectasis into a far ad- 
vanced one necessitating lobectomy to accom- 
plish a cure. 

It would4eem reasonable, therefore, to con- 
sider the hypothesis that the common finding 
of sinusitis associated with bronchiectasis can 
be explained by the fact that both conditions 
have a common etiology, namely allergy. 

We venture a new etiologic classification of 
bronchiectasis into the following types: 

1. Congenital—similar to congenital cystic 
disease of the lung. 

2. Mechanical—due to pulmonary fibrosis, 
particularly associated with fibrous pleuritis. 

3. Allergic—the result of hypersensitivity, 

Of these 3 types the allergic is by far the 
most important, probably comprising about 
90% of the cases coming to the physicians’ at- 
tention. Incidentally, about 75% of our cases 
of allergic bronchiectasis were sensitive to or- 
ris root, wool, feathers, dust, or pollens. 

The explanation as to just why allergic bron- 
chitis predisposes to bronchiectasis is that 
swelling of bronchial mucosa and exudation of 
tenacious secretion interferes with efficient 
pulmonary drainage and, favored by coughing, 
the chronic infection which results gradually 
‘weakens the wall of the bronchial tree. Bron- 
chiectasis usually occurs in the most dependent 
portion of the lung, namely in the posterior 
half, actually in a straight line downward from 
the bifurcation of the trachea. This location is 
the most unfavorable point of drainage. 


SOUTHWESTERN MEDICINE 


Far advanced bronchiectasis is a loathsome, 
objectionable disease. Victims of this condi- 
tion are so discouraged and depressed that 
they are willing to undergo almost any suffer- 
ing or take any risk to obtain relief. Failing 
to get relief frequently ends in suicide. Lobec- 
tomy is the only real hope of obtaining a cure, 
and it is a serious major operation. If anything 
at all can be accomplished to prevent far ad- 
vanced bronchiectasis it will be a godsend to 
these patients. 


One object in presenting this subject now 
with only a small series of cases is that we 
hope to arouse sufficient interest in this phase 
of bronchiectasis either to prove or disprove 
our impressions of the relationship of allergy 
and bronchiectasis. Personally, we are con- 
vinced that our hypothesis is correct because 
of the decided improvement in many cases 
which had been stationary or progressive be- 
fore allergic treatment had been instituted. 


Conclusions 

1. One of the fundamental causes of bron- 
chiectasis is the allergic state. 

2. The explanation of the common associ- 
ation of sinusitis and bronchiectasis is that 
they are frequently due to a common cause, 
namely allergic sensitization. 

3. Treatment along allergic lines offers an- 
other important method of treating bronchiec- 
tasis. 
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DR. E. W. PHILLIPS, Phoenix: This preliminary 
report by Drs. Watson and Kibler is of particular 
interest in that it fits in nicely with the later in- 
vestigations, now attaining general acceptance, in- 
to the etiology of chronic sinusitis. The authors 
are first, so far as I know, to attempt the applica- 
tion of this knowledge to the lower as well as to 
the upper respiratory tract. 

If their findings of definite eosinophilia in bron- 
chiectatic sputum, coupled with the demonstration 
of hypersensitivity to inhalants, are confirmed by 
more extensive observations, they have made an 
important contribution to a difficult field. Even if 
these findings apply in a larger group only to a 
lesser percentage of bronchiectatics than was noted 
in this study, the work is still useful. 

Will Dr. Kibler tell us whether the cytologic ex- 
amination can be carried out on the foul and de- 
composed sputum of long standing bronchiectasis? 

Another question: do the essayists believe that 
the person who develops bronchiectasis early in 
life has a congenital weakness in the bronchial 
structure, particularly in the musculature of the 
tubes, as has lately been claimed? 

A certain amount of opposition to the tentative 
conclusions set forth in this paper is to be expected. 
I suggest that the classification might be amended 
slightly. The third and largest group of the auth- 
ors’ series is classed as “allergic—secondary to hy- 
persensitivity.” If this class were to be designated 
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as infectious or inflammatory, secondary to hyper- 
sensitivity. acceptance would be easier. 

I hope that Drs. Watson and Kibler will continue 
their investigations and that we in Arizona, with 
our exceptional opportunity, will go over our cases 
of bronchiectasis with the methods they have em- 
ployed, so that the precise relation. of allergy to 
bronchiectasis will be conclusively determined in a 
large number of cases, 

DR. CHAS S. KIBLER (concluding): In reply to 
Dr. Phillips’ question as to whether a cytologic ex- 
amination can be carried out on foul and decom- 
posed sputum of long standing bronchiectasis, we 
have had very little trouble in making differential 
counts even in this type of sputum. Many of the 
cells are decomposed and unsuitable for differentia- 
tion but even with this handicap the percentage of 
eosinophiles in sputum can readily be determined. 

In reply to the question as to whether a person 
developing bronchiectasis early in life has a con- 
genital weakness: we feel these cases have con- 
genital bronchial pocketings which become mani- 
fest during the first severe respiratory infections. 
We think this mechanism accounts for bronchiecta- 
sis in early life rather than congenital weakness 
in the bronchial structure. 

We have used the third classification of bron- 
chiectasis as allergic, not mentioning the word “in- 
flammatory” as bronchiectasis is always inflam- 
matory or infectious secondarily, excepting in the 
bronchiectasis: siccus or the dry type. This classi- 
fication is based on etiology rather than pathol- 
ogy. 

We expect to continue our observations on bron- 
chiectasis so that we may have a larger series of 
cases to report at a later date. 





GEOGRAPHICAL ORIGIN OF 


TUBERCULOSIS IN A 
PRIVATE PRACTICE 
IN ARIZONA 


HOWELL RANDOLPH, M.D., F.A.C.P. 
Phoenix, Arizona 

The percentage of tuberculosis patients ac- 
quiring their infection in Arizona has been a 
much discussed question during the past 2 
years. The general impression has been given 
by our health department that a far larger 
number than formerly supposed, become in- 
fected as a result of casual contacts outside the 
family, perhaps in public places,’ such as 
schools, restaurants, etc., but within the state. 
While there is no question that too many infec- 
tions are required in this way, it is well that 
we assess the situation in its true light without 
exaggeration and distortion of facts. There- 
fore, I have gone over the record of 1475 pro- 
ven cases of tuberculosis seen during the 
past 5 years in private practice by our group, 
to ascertain the origin of the infections with 
the tubercle bacillus. The chart next page gives 
the results obtained. 
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DISCUSSION 

We may surmise from a general analysis of 
these figures that the number of cases origin- 
ating in Arizona is probably higher for the 
population of this state than the percentage in- 
cidence in even more thickly populated dis- 
tricts. However, it is also probably true that 
no other state has as low a percentage of its 
tuberculosis cases originating within its bor- 
ders. 

It may be seen that 38% of these cases give 
a definite history of either immediate or dis- 
tant family tuberculosis or non-family contact. 
Under the heading of no known contact must 
be grouped those cases where the history was 
not thoroughly investigated regarding the in- 
dividual origin. However, the known family 
contact of cases apparently originating in Ari- 
zona is higher than for any other region in the 
United States. In reviewing the charts of 
those patients developing their infection in 
Arizona it is noticeable that many cases de- 
velop in individuals who accompanied patients 
from their homes in other parts of the United 
States and who have had the burden of nurs- 
ing care of these active cases. 

It is interesting to note that more of. our 
cases originate in the middle western states 
than in any other region. Based on the per- 
centage of population, however, the river basin 
states and the plains states-probably send more 
cases to Arizona than any other group. In the 
charts the figures are given for each state. 

Twice as many Phoenix tuberculosis pati- 
ents received their infection in the midwest, 
and almost half as many in New York as in 
Arizona. 

CONCLUSIONS 

The percentage of cases of tuberculosis seen 
in private practice in Phoenix in whom the 
infection originates in Arizona is less than 
one-third that indicated by the Buck analysis 
of the tuberculosis death rate published by the 
health department for cases originating within 
the state. Furthermore, a considerable per- 
centage of these cases are the result of contact 
with patients as nurses or attendants and who 
had been associated before coming to Arizona. 
Many of these cases undoubtedly receive their 
infection before they come to Arizona but do 
not show symptoms until after they arrive. A 
further analysis of these figures will form the 
basis of a subsequent report. 
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GEOGRAPHICAL ORIGIN OF PATIENTS ENCOUNTERED IN PRIVATE PRACTICE 
DISTANT 
FAMILIAL TUBERCULOSIS FAMILIAL TUBERCULOSIS NON-FAMILIAL TUERCULOSIS TOTAL % 
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(Explanation of chart) 


Under familial are placed patients whose immediate family, parents, brothers or sisters have 
had tuberculosis. Included in that group in which “co-residence is not stated”, are many who were 
not interrogated on the point and the records are incomplete; but the tendency is indicated by the 
large number that did give a history of co-residence. Under distant familial tuberculosis, are includ- 
ed uncles, aunts, grandparents, cousins, etc. 
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THE TREATMENT OF ACUTE 
APPENDICITIS 


THOMAS G. ORR, M. D. 
University of Kansas School of Medicine 
Kansas City, Kansas 


(Read at the second Harlow Brooks Memorial Clincal Con- 
ference, Ganada, Arizona, Sept 4, 1937.) 


When a diagnosis of acute appendicitis is 
made, a prompt decision must be made con- 
cerning the treatment. As long as the disease 
is confined to the appendix, acute appendicitis 
is not a dangerous disease, but who can tell 
with assurance how long the disease will re- 
main appendicitis? When the infection spreads 
beyond the appendix the disease is no longer 
simple appendicitis but a vastly more serious 
condition with a death rate sufficiently high to 
make it one of the most important of surgical 
infections. It should, therefore, be the object 
of every practitioner of medicine to have a dis- 
eased appendix removed while the infection is 
still appendicitis. 

To know the natural history of a disease is 
the first step in reducing its mortality. What 
to expect when infection spreads beyond the 
appendix is therefore necessary for a clear-cut 
conception of the treatment of appendicitis and 
its complications. It is also essential to have a 
definite knowledge of its mortality in its vari- 
ous stages. This makes a classification or 
grouping of appendicitis and its sequelae de- 
sirable from the standpoint of study and treat- 
ment. 

It is well to classify acute appendicitis as 
the patients are first seen, into clinical groups 
since that is the critical time for both patient 
and surgeon. Such a.grouping in the mind of 
the surgeon must be made unless he is a be- 
liever in a single routine treatment for all stag- 
es of the disease. 


Since the pathology of appendicitis cannot 
be seen without opening the abdomen, deci- 
sions concerning treatment must be made from 
the history, clinical signs, and laboratory find- 
ings. A simple clinical classification of acute 
appendicitis with its immediate complications 
is as follows: 

(1) Simple acute appendicitis; (2) appendi- 
citis with perforation and local peritonitis with- 
out abdominal distention; (3) appendicitis with 
perforation and abscess; (4) appendicitis with 
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diffuse or spreading peritonitis with disten- 
tion; and (5) appendicitis with diffuse perito- 
nitis—moribund. 

A brief discussion of the treatment of each 
group listed is presented. Chronic, interval or 
recurrent appendicitis is not considered. 

1. Simple acute appendicitis: It is now gen- 
erally agreed among the great majority of 
physicians and surgeons that acute appendici- 
tis without perforation should be treated by 
prompt appendectomy before the disease has 
spread beyond the appendix wall. A rare ex- 
ception to this rule is the occasional patient 
with a complicating disease which would make 
an early operation so hazardous that the dan- 
ger of operation would be greater than non- 
operative treatment. The most convincing evi- 
dence to support the rational of early operation 
before perforation is the low mortality rate 
for this group of patients which rarely exceeds 
1 per cent. 





[SmaPLE ACUTE] [APPENDICITE 


\\ 1 £4 


\ 
[recovery] 


2. Appendicitis with perforation and local 
peritonitis without distention: The number of 
hours that an acute infection of the appendix 
has been in progress should not be the only de- 
ciding factor in considering operation. Obvi- 
ously the number of hours which have elapsed 
before the patient is seen is important in esti- 
mating the probable changes in the appendix, 
but such estimate is much less important from 
the standpoint of immediate operation than a 
careful evaluation of the effect that the infec- 
tion has had upon the patient. 

An appendix will usually perforate before 
the patient has been ill a sufficient time for 
marked dehydration and the general toxic ef- 
fect of the infection to be far advanced. If the 
patient is seen soon after perforation, his gen- 
eral condition is usually satisfactory for oper- 
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ation. The local condition found on examin- 
ing the abdomen must then be considered. If 
there is little or no distention appendectomy is 
indicated and results in a lower mortality and 
morbidity than the non-operative or Ochsner 
type of therapy. Distention is the greatest sin- 
gle indication of danger in developing peritoni- 
tis. Many surgeons believe that the chief cause 
of death from peritonitis is from distention, 
paralysis of the gut and obstruction. As long 
as a bowel retains its tone and contractility its 
blood supply is good. The more a bowel is dis- 
tended the greater the disease in its blood 
supply which may progress to a point at which 
necrosis and toxic absorption begins’. A 
bowel that is active will not absorb toxic prod- 
ucts from its lumen. 

A small percentage of patients in this group 
will develop diffuse peritonitis or abscess, 
which are factors usually responsible for 
deaths. 

Opinions differ concerning the value of 
drainage following removal of a perforated ap- 
pendix. There is a growing belief that com- 


piete closure of the abdomen in the presence 
of peritonitis is preferable to any type of drain- 


age.”*+ There can be no doubt that many pa- 
tients will recover and wounds heal per pri- 
mam without drainage, but pus in the peri- 
toneal cavity plus wound soiling at the opera- 
tion impress most surgeons with the value of 
drainage. A small drain of the cigaret or Pen- 
rose type extending to the pelvic brim and an- 
other in the wound beneath the muscle are 
usually sufficient. 

Supportive treatment has greater indication 
in this group than in group 1 since there is 
greater general depletion as a result of a more 
advanced stage of the disease. A discussion of 
such treatment will be more fully outlined be- 
low. 

3. Appendicitis with perforation and ab- 
scess: Patients with clear-cut histories of ap- 
pendicitis frequently present themselves 4 to 
10 days after the acute attack with a mass in 
the appendix region. Such patients rarely 
should be considered emergencies. In a large 
percentage the masses will completely disap- 
pear in 1 to 2 weeks with a gradual decrease in 
temperatures to normal. Deferred operation 
is adisable to avoid the possibility of spreading 
infection to the peritoneum and abdominal 
wound. If a mass grows larger or the findings 
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indicate an abscess that is not receding drain- 
age is indicated. It is doubtful if appendec- 
tomy is advisable in many of such cases. The 
diseased appendix usually forms a part of the 
abscess wall and by its removal a protecting 
berrier against infection is disturbed. If the 
mass disappears after a few days of conserva- 
tive treatment, operation may be more safely 
done 2 to 3 months later. A deterrent factor io 
this plan may be the failure of the patient to 
return until he has another and perhaps more 
serious attack of appendicitis. This is equally 
true with patients having drainage without re- 
moval of the appendix. But the possibility that 
proper advice may not be accepted by the pa- 
tient should not influence the surgeon to do 
an improper operation. 

4. Appendicitis with perforation and diffuse 
or spreading peritonitis: A patient presenting 
the picture of acute diffuse peritonitis with de- 
hydration, rapid pulse, high temperature, rel- 
atively high total leucocyte count with a high 
polymorphonuclear percentage and marked ab- 
dominal distention offers a problem in therapy 
without a unanimity of ‘opinion among sur- 
geons in general concerning its solution. After 
a careful consideration of the pathology and 
the pathologic physiology existing and a prop- 
er evaluation of his own and recorded experi- 
ences the individual surgeon must choose be- 
tween operative and non-operative treatment. 
There will be deaths with any type of treat- 
ment—a gruesome fact that must impress any 
physician, that he should, if within his power, 
prevent by early operation any case of acute 
appendicitis from reaching the stage of acute 
diffuse peritonitis. 

TABLE 


RECENTLY PUBLISHED MORTALITY STATISTICS OF 
ACUTE DIFFUSE PERITONITIS FOLLOWING 
PERFORATION OF APPENDIX 
Author No. Cases Death Rate 

Horsley 64 

Gamble 4 
Coller & McRae 
Coller & Potter (Deferred operation) ma as 
DeCourcy (Decompressed cecum) —_. 

DeCourcy (Without decompression) onnaitl — 242 
Gile & Bowler 22 
Finney 
Jones (Appendicostomy) 
Bailey 
Guerry 
Sworn & Fitzgibbon 
Ashhurst 


For purposes of discussion the several 
phases of the treatment of acute peritonitis 
may be presented in outline as follows: 

(1) Operation, (2) restoration and mainte- 
nance of water balance, chemical balance and 
nutrition, (3) prevention and relief of disten- 
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tion, (4) application of heat to the abdomen, 
(5) serum therapy, (6) oxygen therapy, (7) 
bed posture, and (8) blood transfusion. 

1. Operation: If an abdominal viscus per- 
forates into the free peritoneal cavity, it is log- 
ical to close the leak by early operation to pre- 
vent further contamination of the peritoneum. 
Operation is of doubtful value after the peri- 
toneal soiling has become general and nature’s 
protective mechanism has closed the leak. 
Yates® answered the question of abdominal 
drainage for diffuse peritonitis when he stat- 
ed that it is physically and physiologically im- 
possible. It, therefore, seems reasonable to be- 
lieve that the insult of operation to a patient 
seriously ill with peritonitis might be equally 
or more harmful than the presence of the per- 
forated appendix. If a localized abscess devel- 
ops, drainage at the proper time is indicated. 

Any attempt to cleanse the intestines or re- 
move the peritoneal exudate by irrigation is 
contradicted. In a series of experiments, David 
and Sparks® showed that a plastic exudate on 
the peritoneal surfaces almost completely pre- 
vents the passage of the colon bacllus and diph- 
theria toxin from the peritoneal cavity into the 
lymphatic or blood streams. They found the 
reverse to be true from the normal peritoneum. 
Removal of excessive exudate by aspiration is 
indicated if done without disturbing defensive 
barriers. 


The use of enterostomy to drain the distend- 
ed bowel in diffuse peritonitis is a doubtful 
procedure. If the bowel is active and drains 
freely following enterostomy the operation is 
not needed because the intestinal content will 
pass along its normal channel without such 
aid, and if the bowel is paralyzed drainage can- 
not be obtained by enterostomy. An excep- 
tion must be made in those cases developing 
organic or adhesive obstruction with definite 
signs and symptoms of obstruction; in such 
cases enterostomy may be life saving. Colicky 
pain with visible and audible peristalsis will 
mark the indication for intestinal drainage. 
Sections of bowel thrown out of function by 
peritoneal infection will frequently be restored 
to function by a few days of drainage. It is 
generally inadvisable to explore and attempt 
to release a suspected obstruction in the pres- 
ence of acute peritonitis. High jejunostomy is 
in no way superior to continuous gastric and 
duodenal suction and is not indicated. Drain- 
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age of the cecum or terminal ileum through ap- 
pendicostomy as recommended by DeCourcy’ 
and Jones* may prove valuable in selected 
cases. It is done when the appendix is removed 
and does not necessitate a second operation. 

2. Restoration and maintenance of water 
balance, chemical balance and nutrition: Since 
vomiting and inability to take liquids by mouth 
occur with peritonitis, dehydration and loss of 
essential upper intestinal secretions assume 
great importance. With excessive vomiting hy- 
pochloremia, disturbed acid-base balance and 
increase in non-protein nitrogen may result. 
These changes can be determined by chemical 
analysis of the blood which should be done ‘in 
all patients seriously ill with peritonitis. After 
a few days of inability to take food, nutritional 
disturbances may ensue with lowering of the 
total blood protein predisposing to general 
edema and edema of the lungs.® 7 


Sketch Showing Locations For 
Huypodermociysis Needles 


Satisfectory But Pain 
Max Limit Respirations 


The Choice is Outer Surface 
of Thighs 


The disturbance in water, chemical and food 
balance are best treated by parenteral admin- 
istration of sodium chloride and dextrose solu- 
tions. Ringer’s or Hartman’s solutions may be 
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used, if preferred, instead of simple physiologic 
sodium chloride solution. Dextrose in 5 per 
cent solution may be given alone or in com- 
bination with any of the above solutions. 

Sufficient sodium chloride should be given 
to maintain the chloride content of the 
blood. The quantity of water necessary will 
vary with individual patients. Since the daily 
intake of the average adult under normal con- 
ditions is usually from 2 to 3 liters per day, it 
is reasonable to assume that the sick patient 
will require at least a similar quantity. Mad- 
dock and Coller™ have quite accurately esti- 
mated that a patient showing definite signs of 
dehydration when first seen has lost sufficient 
liquid to approximately equal 6 per cent of the 
body weight. A patient weighing 60 kilograms 
would, therefore, require 3,600 c.c. of water 
to combat existing dehydration. To this should 
be added in the first 24 hours of treatment 
2,000 c. c. to replace the urine output. If a pa- 
tient is seriously dehydrated these authors 
have indicated that at least 3,600 c.c. plus 
3,900 c. c. or 7,100 c. c. of water should be given 
during the first 24 hours of treatment. If vom- 
iting has been excessive or continues to be ex- 
cessive, a quantity greater than this estimate 
may be required to restore water balance. Af- 
ter the initial dehydration has been corrected, 
the daily intake necessary will usually not ex- 
ceed 3,500 c. c. When estimating the water de- 
ficiency in any patient the quantity lost by 
vomiting, bleeding, drainage from fistulae, di- 
arrhea or massive exudation must be estimat- 
ed and a like quantity restored to the body. As 
the patient improves and begins to retain 
liquid and food given by mouth, the parental 
intake should be proportionately decreased. 
As a practical plan for administering the esti- 
mated 3,500 c.c. of water required in 24 hours 
it is suggested that 2,000 c.c. of solution be 
_ given by vein in the forenoon and 1,500 c.c. 
by hypodermoclysis in the afternoon. A pa- 
tient’s rest should not be disturbed during the 
night by this method of treatment if it can be 
avoided. 

Proctoclysis is a time-honored method of 
supplying liquid to ill patients and undoubted- 
ly has definite merit in some cases. However, 
in the sick patient with peritonitis it may in- 
crease distention and discomfort. It is also 
frequently difficult to estimate accurately the 
quantity absorbed by the body since unknown 
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quantities may be expelled about the intake 
tube or with bowel movements. Proctoclysis 
is, therefore, considered inferior to phlebocly- 
sis or hypodermoclysis, especially during the 
stage of peritonitis marked by abdominal dis- 
tention. 

It is possible to give the sick patient too 
much water and sodium chloride. Clark’ has 
called attention to the danger of overburdening 
a weakened circulatory system by increasing 
the blood volume. General edema or edema 
of the lungs may result with excessive hydra- 
tion when the solutions given contain too much 
sodium chloride.*° If edema develops, the 
sodium chloride intake should be reduced or 
discontinued and the injected solutions contin- 
ued as 5 per cent dextrose. 

3. Prevention and relief of distention: Since 
over-distention of the intestine in peritonitis 
is the most dangerous element of the disease 
it should receive special emphasis when dis- 
cussing therapy. Increased pressure within the 
lumen of the gut decreases its blood supply and 
if sufficiently great may lead to necrosis of the 
bowel wall.1 Damage to the bowel wall may in 
turn lead to the absorption of toxic products 
which would be retained by the intact bowel 
with good circulation. Decompression of the 
stomach and upper intestine by the continuous 
nasal catheter suction method emphasized by 
Wangensteen’’ is of great value. It removes 
both liquid and gas ard adds to the patient’s 
comfort by permitting him to drink freely. As 
the patient improves the in-dwelling tube may 
be clamped for periods of 2 to 3 hours and 
measured quantities of liquid given to test the 
return of bowel function. If at the end of such 
periods the measured return through the tube 
is less than the intake the tube usually may be 
removed with safety. 

It has been shown by Plant and Miller and 
verified by others’ 1° that morphine and other 
opium derivatives increase the bowel tone and 
stimulate rhythmic contractions. Its use 1s 
therefore recommended during the height of 
the disease in regular dosage sufficient to keep 
the patient quiet and comfortable. Hypertonic 
solutions of sodium chloride stimulate bowel 
tone and peristalsis and it is reasonable to as- 
sume that bowel tone is influenced by main- 
taining the body chlorides at a normal levei. 

The use of enemata and colonic flushings are 
contraindicated in the early treatment of dif- 
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fuse peritonitis. The small intestine cannot be 
emptied as long as it is functionally inactive. 
Frequent enemata distress the patient and in 
many instances increase distention. Experi- 
ments have shown!’ that the small intestine is 
not stimulated to activity with the types of en- 
emata usually given to evacuate the colon. The 
insertion of a colon tube into the rectal am- 
pulla causes little discomfort and will frequent- 
ly enable the patient to expel gas from the 
lower colon. 

If there is any merit in the generally accept- 
ed belief that active peristalsis in the presence 
of peritonitis will spread infection such peris- 
taltic sitmulants as pituitrin and pitressin 
should be used with great caution. Brown" 
has expressed doubt about the protective me- 
chanism of bowel distention against infection 
and has recommended peristaltic stimulants at 
the first sign of toxic intestinal paralysis. In 
the present state of our knowledge it seems 
safer to be conservative in the use of such 
drugs. I avoid peristaltic stimulants during the 
developmental stage of peritonitis but use 
small doses with satisfaction after the infection 
has apparently localized—in 5 to 8 days. The 
indiscriminate use of peristaltic stimulants in 
all cases of abdominal distention is bad ther- 
apy. Further and more scientific research in 
the clinical application of intestinal stimulants 
is desirable. 

4. Application of heat to abdomen: Moist 
or dry heat applied to the distended abdomen 
of peritonitis is indicated. It is a comfort to the 
patient and may favorably influence peristalsis 
and infection. 

5. Serum therapy: The use of serums and 
vaccinees, according to some authors,’ has 
shown beneficial results in the treatment of 
peritonitis. Before recommending such speci- 
fic therapy as a routine method of treatment 
more experimental and clinical observations 
are desirable to establish their true value. 

6. Oxygen therapy: A certain degree of 
anoxemia develops in patients with peritonitis 
as a result of reduced vital capacity, morphini- 
zation, abdominal distention and toxemia. 
Oxygen should be given to such patients early 
in the treatment and not as a last resort after 
cyanosis has developed and dissolution is immi- 
nent. Fine and his associates”? have proven 
that absorption of gas from the distended in- 
testine is increased by administering oxygen. 
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Thalhimer”! has stressed the conclusions ot 
Haldane that mild degrees of anoxemia have 
serious effects upon the nervous system and 
moderate or severe degrees may be fatal. It 
may be given efficiently by the nasal tube 
method or by the use of an oxygen tent. 

7. Bed posture. A semi-sitting or Fowler 
position increases vital capacity and adds to 
the patient’s comfort. What effect such posi- 
tion has on localizing infection in the lower 
abdomen is difficult to determine. It is possible 
that gravity may be a factor in preventing the 
extension of the infection to the upper abdo- 
men especially before distention and plastic ex- 
udates limit the spread of liquid infective ma- 
terial. 

8. Blood transfusions: If the disease is pro- 
longed or if anemia develops, transfusions are 
indicated. The lack of intake of protein foods 
soon causes a nutritional disturbance resulting 
in a decrease of the total blood protein which 
predisposes to edema. While transfusions can- 
not be given in sufficient quantity to restore 
the blood proteins to normal they are a defi- 
nite aid as a supportive measure. 

Summary and Conclusions 

There exists a general agreement among 
surgeons that early operation is indicated in all 
cases of appendicitis as long as the disease is 
confined to the appendix. There is still a dif- 
ference of opinion concerning the advisability 
of opération and also as to the best type to 
be used in the treatment of perforated appen- 
dix with diffuse peritonitis. Whether it is wis- 
er to operate upon patients with obvious peri- 
tonitis or to treat such patients by supportive 
measures until the disease has subsided or 
localized is a question which continues to 
stimulate the publication of much literature 
on the subject. A review of 12 recent arti- 
cles” 8, 22, 23, 24, 25, 26, 27, 28, 29, 30, 31 on the subject 
of appendicitis with peritonitis leaves one 
in a quandary concerning both the method of 
treatment and the method of statistical study 
used in arriving at conclusions. In these 12 re- 
ports the mortality rates for diffuse general or 
spreading peritonitis have varied from 1.43% 
to 52.6%. This is a wide variation in death rate 
and forces one to wonder which study tells the 
real story of the mortality that may be expect- 
ed in diffuse peritonitis. It seems reasonable to 
believe that the type and extent of peritoneal 
involvement has varied widely in recorded 
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statistics. In arriving at a plausible conclusion 
concerning death rates in diffuse peritonitis it 
is obviously illogical to include cases with lo- 
cal peritonitis without abdominal distention 
since the death rate in this group is relatively 
low. While it is impossible to estimate clini- 
cally the extent of peritonitis, the duration of 
the disease and the degree of abdominal dis- 
tention are valuable guides. Abdominal disten- 
tion with its accompanying signs and symp- 
toms of acute infection is the most important 
factor for the clinician to consider in prog- 


nosis. 
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fifth Annual Session at Clovis, New Mexico, May 13-15, 1937.) 


With a subject including 65 to 70% of all 
diseases causing 20 to 30% of all deaths of chil- 
dren and 66% of all deaths of pre-school age, 
I shall not discuss the attending pathological 
conditions as such, but confine myself large- 
ly to the gross clinical manifestations as they 
occur in some of the common respiratory in- 
fections of infants and young children. 

Some attempt will be made to discuss treat- 
ments of success or failure in the light of my 
own experience. 

Logically enough, our first consideration 
should be for the common portal of entry for 
respiratory infection—the nose, whose function 
as the entrance to the respiratory system in 
infancy far outweighs its importance as an or- 
gan of sense; sensations of smell, however, even 
in premature infants can be proven to exist 
during the earliest hours of life. 

As a respiratory organ we may assign the 
nose with certainty the warming, moistening, 
cleansing, both physically and bactericidally 
of the inhaled air and the regulation of quanti- 
ties of air inhaled, subserved by the specific 
action of the alae nasi and sometimes materi- 
ally hindered by congenital (narrowing of 
choanae) or acquired (traumatic or infectious) 
physical factors. It is peculiar to the infant that 
even though the passages of the mouth be free 
he cannot breathe freely through the mouth 
when he lies on his back because of the ten- 
dency for his relatively large tongue to fall 
back and obstruct the larynx; this often ex- 
plains his characteristically retracted head, 
sometimes even simulating true opisthotonos 
of central origin. 

Due to poor areation as well as sensitiveness, 
the infant is frequently the subject of rhinitis 
which in older children is supplanted by naso- 
pharyngitis and tonsillitis; frank tonsillitis is 
rare in infancy. 

Since rhinitis may be caused by such a great 
variety of micro-organisms it cannot be called 
a specific disease and hence may be designated 
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by the collective term “upper respiratory in- 
fection” which has become so common and se- 
vere in winter as to overshadow the erstwhile 
“high mortality peak” of the summer diarrhea. 

In addition to the above mentioned physi- 
cal vulnerability there is a peculiar suscepti- 
bility to local stimuli of chilling and to toxic 
and irritative influences, augmented even by 
these same stimuli applied at remote parts of 
the body. One may convince himself of this by 
suddenly uncovering the infant or by exposing 
his face or body to sunlight or other strong 
physical stimuli. 

We must also consider other factors singular 
to the infant, such as his utter lack of ability 
to improve or even to clearly voice a desire to 
improve his position for personal comfort. This 
with its attendant destruction of nervous bal- 
ance is poor enough at best and yet it controis 
his resistive mechanism. I may add in all sin- 
cerity and at the risk of being called “old- 
fashioned”, that I believe that “teething” is no 
small etiologic factor in producing “colds” in 
infants—due largely to its devastating influ- 
ence upon the nervous system spreading there- 
by to all body functions and perhaps to a lesser 
degree by direct extension of inflammation 


from gums to throat. Whatever the cause, I 
have repeatedly been called to attend infants 
with “colds” and bronchitis to discover erupt- 
ing teeth with redness of fauces and observe 


recoveries from “colds” concurrently with 
completion of the eruption of the teeth. 
Secondary to the peculiar susceptibilities of 
the patient himself come fatigue from whatever 
cause or environment involving a greater or 
lesser degree of exposure both to temperature 
and atmospheric changes. Here comes up the 
question of whether the baby should be “put 
out” to sleep in winter. For some years, wher- 
ever possible, I have purposely evaded this de- 
cision, allowing the mother to choose for her- 
self whether or not the baby was to take its nap 
out of doors in winter, insisting only upon con- 
sistency one way or the other; but after some 
10 years I am convinced that the infant who is 
kept indoors to sleep where he may have fresh 
warm air (65 to 70°F.) does better in the mat- 
ter of infections of all sorts. I would offer the 
simple explanation that this child’s resources 
have not been taxed by the necessity of adjust- 
ment to extreme temperature changes during 
the vulnerable period of sleep, but still may en- 
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joy the exhilerative effect of fresh cold air 
when taken out for an “airing” dressed warmly 
after the nap. As for the choice of clothing, it 
seems to me that those children who have been 
dressed lightly while indoors but with ample 
protection while out of doors generally do the 
best. 

Though season has already been mentioned, 
I should mention it again for its influence upon 
the types and virulence of the current infec- 
tive organisms which in Denver seem most 
virulent beginning late in November, reaching 
the peak of severity in March and April. 

In infants the onset of acute rhinitis is usu- 
ally announced by systemic rather than local 
symptoms; i.e., irritability, fever, lack of appe- 
tite, restlessness, disturbed sleep. No obvious 
local symptoms may exist except perhaps 
sneezing. This phenomenon often misleads the 
physician into searching elsewhere for the 
cause of illness. Even on the second to third 
day, when the watery nasal secretion first ap- 
pears, I have repeatedly been impressed by the 
apparent lack of inflammation in the pharynx 
and tonsils—a pale greyish appearance of the 
fauces usually with a post-nasal drip being 
common. The temperature at this time is high 
(103°-105°F.) later to become “hectic” in na- 
ture. Cough is conspicuous by its absence. 
Gastrointestinal symptoms are often so pro- 
nounced as to overshadow the entire clinical 
picture and become manifest first as an acute 
constipation, spastic in variety, followed by 
distention to the point of discomfort or even 
distressing pain. 

While the explanation of these symptoms is 
a matter of much dissension, I would venture 
the simple one of direct swallowing of the high- 
ly toxic drainage with the development of 
acute gastritis, the stomach adding its mucus 
and undigested food to the fecal stream which 
now causes acute spasticity in the bowel by its 
extreme irritability. This seems to explain the 
high intermittant fever—the intermissions be- 
ing due to control of absorption from a given 
segment of intestine with subsequent tiring of 
the spastic musculature and migration of the 
fecal stream to a new section of gut with a 
new wave of absorption and peak of fever. The 
above would seem to explain spastic constipa- 
tion, the mucus found in the stools and of 
course the distention and extreme toxic stupor. 

In considering the above I have not forgotten 
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the perhaps even greater factor of lymphoid 
absorption in the upper respiratory area which 
makes its way so readily to the cisterna magna 
thence to involve the entire lymphoid struc- 
tures of the abdomen. 

By the third or fourth day, provided the at- 
tending physician has not been too apt at sug- 
gesting means of force-feeding, the gastro-in- 
testinal syndrone has given place to the upper 
respiratory symptoms. The nasal discharge at 
first watery, now becomes even more profuse 
and muco-purulent in character and the cough 
pronounced. It is at this time that complica- 
tions occur—otitis, sinusitis, mastoiditis, laryn- 
gitis, bronchitis, bronchiolitis or lobar pneu- 
monia. These may be preceded or associated 
with involvement of one or more groups of re- 
gional lymph nodes—cervical, submaxillary or 
less often retropharyngeal. I omit further dis- 
cussion of the troublesome specfiic complica- 
tions and pass to a brief description of the 
pneumonias of infants and small children. 

The prevalence of “lower” as a follower of 
“upper” respiratory infections in infancy as 
compared to that in adults is conceded to be 
much more marked with a tendency toward se- 
vere broncho-pneumonia rather than a less se- 
vere lobar type. In the Children’s Hospital of 
Denver, since April, 1927, there have been 900 
cases of broncho-pneumonia and 624 cases of 
lobar pneumonia. However, this tendency in 
children is somewhat less marked than might 
commonly be suposed at a glance; for if we 
eliminate those infections of later infancy and 
early childhood, that is to say, the broncho- 
pneumonias which occur as complications of 
other diseases such as whooping cough, meas- 
les or influenza, and consider only those which 
start as an extension of bronchitis or perhaps 
without an antecedent bronchitis it is general- 
ly true that after 9 months of age, lobar is al- 
most as common as lobular pneumonia. 

This accentuation of susceptibility of infants 
te pneumonias in general can perhaps be ex- 
plained on the same basis as that involving the 
upper respiratory system together with physi- 
cal factors peculiar to age, some of which I 
shall name. First of all the tendency of in- 
flammation to spread from the large to the 
small bronchi is much greater in infants than 
in adults; it is augmented perhaps by exagger- 
ated vulnerability to the common respiratory 
pathogens—with the signal exception of the 
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fixed types of pneumococci; the reverse may 
be true because of a less frequent and less in- 
tense blood-stream invasion that cannot be ex- 
plained by the production of type-specific anti- 
bodies. Two suggested explanations for this 
exception are that children possess a defense 
analogous to that of rabbits against pneumo- 
coccus type III which is absent in the adult; or 
possibly adults acquire a susceptibility to pneu- 
mococcus substances during life wherein we 
may assume that the sensitized lung is liable to 
lobar pneumonia, while the unsensitized one is 
liable to the lobular type. 

Of great importance as an etiologic factor 
is the physiologic respiratory insufficiency 
which is one of the characteristic physical fac- 
tors in the infant. This is entirely structural 
and attributable to faulty expansion of the 
lungs; the thorax is compelled to take a posi- 
tion of extreme inspiration due to the dispro- 
portionately large volume of the lungs; this 
necessitates an extremely limited respiratory 
excursion; the only recourse in the necessity 
for exaggeration lies in abdominal expansion 
through the diaphragm which is too often ham- 
pered by abdominal distention. 

Other singular factors are: the feeble mus- 
culature readily yielding to retraction when- 
ever there is obstructive dyspnea, the small 
vesicles allowing congestion to interfere with 
function almost as completely as does consoli- 
dation, the delicate walls of the air vesicles 
permitting ready production of emphysema 
(especially true in bronchopneumonia) and a 
tendency to lobular collapse. These, I believe, 
together with the above mentioned narrowness 
of the nose, high position of the larynx and 
lack of local and general immunity fairly well 
explain the excessive liability of infants to 
pneumonia. 

As in acute upper respiratory infections the 
general symptoms in pneumonia at first may 
be so prominent as to overshadow the local 
disturbance. Pallor is especially notable, being 
most marked in the oral-nasal triangle. The tip 
of the nose is reddish blue, the lips are pale 
blue and the eyes are sunken and often sur- 
rounded by dark circles. The hands and feet 
are pale or reddish blue and feet cold. Tachy- 
cardia is often pronounced. The breathing is 
shallow and exhilarated with marked inspira- 
tory dyspnea most noticeable when the child 
is quiet. Many pneumonia infants breathe 
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characteristically with an inverted respiratory 
rhythm. Instead of the normal “inspiration, 
expiration, pause,” the rhythm becomes ex- 
piration, inspiration, pause. This inversion of 
the rhythm is direct evidence of forced ventila- 
tion of the lungs. Expirations often terminate 
in grunts. 

Associated with this inversion of rhythm di- 
lation of the nares which is usually inspiratory 
in time, now falls within the expiratory phase 
of the cycle. 

The onset is almost always accompanied by 
vomiting—almost as common as in scarlet fe- 
ver. Chills and rigors are common, especially 
in older children; drowsiness, so common at the 
outset, may be replaced by delirium especially 
in the apical lobar types; convulsions, however, 
are uncommon. 

Abdominal pain is especially common, par- 
ticularly if the lower pleura and diaphragm are 
involved; where that involvement is pronounc- 
ed in the lower right chest, the elimination of 
the diagnosis of appendicitis becomes a trou- 
blesome problem. The abdominal pain accom- 
panying pneumonia is referred, and the tender- 
ness elicited by pressure is superficial rather 
than deep as when the abdominal viscera them- 
selves are involved. Furthermore, such rigid- 
ity as there is tends to lie above the umbilicus 
rather than below it. 


Earache and headache are often the cause 
of bitter complaint as indicated by the actions 
of even the youngest infant. 


Bright red blood in the sputum is much less 
often seen in infants than in older children and 
adults, and when seen is more often from nose- 
bleed than from the lung. Herpes of the lips 
are strangely enough almost certainly indica- 
tive of the lobar type and are accorded by 
many authors to be a talisman of a good prog- 
nosis even as a differentiation in lobar cases. 

Cough in children is closely associated with 
vomiting which is more apt to occur when the 
cough is severe and the child nervous. The 
sound of the cough may depend upon the loca- 
tion and nature of the chief pathologic con- 
dition, and for our purpose is governed by the 
presence of inflammatory or mechanical irrita- 
tion, or upon whether secretion is present or 
not. In the first case the cough is usually pres- 
ent only when secretion is to be removed. The 
dry cough often occurs in continued attacks 
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because the irritation is not relieved by the 
cough. 

This is important in treatment because one 
should try to relieve the irritation of the un- 
productive distressing dry cough; in the pres- 
ence of secretion there is no such occasion 
to check the cough and here sedatives may 
even be dangerous. 

Early differentiation as to whether the pneu- 
monia is lobar or lobular in type is often ex- 
tremely difficult or even impossible though 
the following points may be of assistance. 

Lobar: sudden onset, continuous high fever, 
consolidation limited to 1 (or 2) lobes of 
1 lung with other lung clear, crisis on sev- 
enth to tenth day, specific organism the pneu- 
mococcus and abdominal breathing. 

Lobular (broncho-pneumonia): gradual on- 
set, irregular fever, “patchy” consolidation of- 
ten combined with bronchitis signs, both lungs 
affected, slow irregular fall of fever—irregular 
time, variety of micro-organisms and thoracic 
type breathing. 

I shall not describe the distressing physical 
problems in diagnosis with regard to ausculta- 
tion, percussion, etc., nor shall I include any 
description of the progress of the disease or its 
complications, or prognosis, but shall hasten to 
close with a brief general summary of treat- 
ment which, needless to say, must be singu- 
larly purposeful and sparing of the natient’s 
resources. An abundance of fresh, slightly 
cool (60-65°F.) air is of paramount importance; 
for in-as-much as the absorption coefficient of 
the plasma can only be controlled by 2. fac- 
tors—barometric pressure and oxygen concen- 
tration—it behooves us to utilize the latter 
since no control of the barometric pressure is 
possible outside a pneumatic chamber. 


Let us assume for the moment that the bar- . 
ometric pressure is 600 mm. The oxygen in at- 
mospheric air is about one-fifth of the total 
volume; then its pressure is one-fifth of 600 
mm. or 120 mm.; since we can only change the 
absorption coefficient of the plasma by a 
change in barometric pressure or by increas- 
ing the oxygen concentration we naturally em- 
ploy the more expedient method of increasing 
the oxygen concentration. In the oxygen tent 
a 50% concentration readily permits a partial 
pressure of 300 mm. instead of the 120 mm. as 
before. 
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As a further adjunct to an ample oxygen 
supply, the upper respiratory passages must be 
kept as clear as possible; remembering the pe- 
culiar physical inability of the infant to breathe 
through the mouth, support under the shoul- 
ders allows him to retract the head and oppor- 
tunity for better use of the accessory muscles 
of respiration. 


Another important point often forgotten is 
the influence upon respiration exerted by lim- 
itation of the excursions of the diaphragm due 
to meteorism. This may best be controlled by 
elevation of the head of the bed so that the ab- 
dominal contents may fall away from the dia- 
phragm, or if the distention be marked enemas, 
hot packs, etc., may relieve excessive pressure. 
One of the most effective means of relieving 
obstinate distention is by the Wangensteen 
method of continuous gentle suction either by 
mouth, if the distention is gastric, or by rectum 
if intestinal. 

The use of vaccines as preventive measures 
leaves much to be desired, although their use 
in treatment, particularly in the presence of 
bronchial spasm is highly praised by some 
workers. 


Sera, effective only in fixed-type pneumo- 
coccus numbers I and II (about 5-10% of lobar 
cases) offer real help when applicable. 


Polyvalent antibody solutions such as Fel- 
ton’s serum (Lilly) often bring about marked 
relief particularly in the lobular types and of- 
fer exemption from serum reactions. 


Contrary to the opinion of some recent work- 
ers in this field, I feel strongly that direct 
blood transfusions offer little help and may 
greatly endanger the life of the patients, un- 
less given in small quantities, or better still, 
limited to serum injections intramuscularly. 

Having had no experience with pneumotho- 
rax, I cannot comment upon its feasibility, but 
superficially would frown upon its use fearing 
the consequence of associated accidents. 

Drugs used symptomatically cannot be over- 
looked—both in the matter of warding off col- 
lapse and in controlling excessive tempera- 
tures. Sedatives should be used only in ex- 
treme necessity. Proper humidity of the avail- 
able air offers some relief from irritation to 
the mucous membranes in their vulnerable 
state of hyperareation. 
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Further Proof of the Non-Passive- 


Expiration Theory to Explain 
Asthma 


ORVILLE HARRY BROWN 
Phoenix, Arizona 


(Presented to the St. Louis Medical Society, November 16, 1937) 


I review my former report on the subject 
and present one observation, not previously 
reported, to further substantiate the theory I 
presented in 1916 that the characteristics of 
asthma are caused by forceful exhalation if 
sufficiently persistent. It is of more than 
mere academic interest, I maintain, that long- 
continued-forceful exhalation if such were pos- 
sible without organic pathology, could produce 
the syndrome of symptoms which we know as 
bronchial asthma. I also contend that no mat- 
ter what the pathology, the typical symptoms 
of asthma cannot be produced without non- 
passive (forceful) expiration. Along with and 
as the usual cause of the forceful expiration are 
organic changes, ordinarily allergic, which cer- 
tainly cause swelling of the bronchial mucosa 
and perhaps spasm of the bronchiolar muscle. 


Under forceful exhalation as air is forced out 
of the lungs, blood and lymph are forced out 
of the vessels of the chest. During expiration 
the alveolar air pressure per square inch is 
more than that on the surface of the body. The 
higher the alveolar pressure as for example 
during hard coughing and sneezing the more 
rapidly will the lymph and blood be forced 
away from the lung vessels. The blood can 
not go into the vessels of the adbomen, legs or 
arms because of the valves in these veins; it 
does go into the head and neck, as shown by 
large neck veins and red face during hard 
coughing; what is more important it goes into 
vessels supplying the mucosa on the inside of 
the bronchi because the inside of the bronchi 
and trachea is subjected to the same atmos- 
pheric pressure as is the surface of the body-— 
15 pounds to the square inch. During expira- 
tion both blood and lymph are forced into the 
bronchial mucosa and during inspiration they 
are withdrawn. This explains why expiration 
is difficult and inspiration relatively easy in 
asthma. Bronchial muscle spasm may .con- 
tribute to difficult exhalation but it contri- 
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butes likewise and equally, it would seem, to 
difficult inhalation. The horizontal position or 
any factor that causes the blood to accumulate 
in the lungs contributes to dyspnea and hence 
to asthma. 

From these facts it is easy to see that dys- 
pnea from heart or kidney disease, from over- 
exertion from coughing and sneezing and from 
any bronchial condition which causes dyspnea 
may help to cause asthma. 

The observation made years ago which I have 
not reported was upon a man with a_ severe 
chronic bronchiectasis with extensive pneu- 
monitis and considerable cavitation as later 
shown by the autopsy. I conceived the idea 
of draining his lungs by keeping him upon a 
bed with the foot considerably higher than the 
head. I made probably 2 mistakes: getting 
his feet too high and keeping him in that posi- 
tion too long. He developed asthma after be- 
ing kept in that position 2 to 3 days. On being 
put in a horizontal position especially if the 
head were moderately raised the asthma 
promptly disappeared. The alternation of 
positions was made numerous times with 
similar results. The explanation is that 
the low position of the chest permitted too 
much blood to accumulate in the lungs and in 
the bronchial mucosa, and these led to, undue 
over-filling of the bronchial mucosa with blood, 
dyspnea, cough and asthma. From these facts 
then it is plain that when asthmatics lower 
their heads and chests for the purpose of 
coughing the material from the bronchi down- 
hill instead of up-hill they should remain but 
a few minutes at a time in that position. 

In conclusion I repeat that it is necessary to 
understand the non-passive-expiration theory 
to understand the physiology of asthma. 





CHEMICAL DISEASE 


—__ 


ORVILLE HARRY BROWN 
Phoenix, Arizona 


(Presented to the St. Louis Medical Society, November 16, 1937) 


I plead for recognition of the harmful ef- 
fects of usually harmless chemicals. As many 
of the eminently injurious chemicals—and we 
know little as yet of these—come from bacteria 
and as these in turn set up senitizations which 
lead to other sensitizations, I hold that we 
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must be even more careful in searching for 
foci of bacteria than we have been; with the 
knowledge or at least the suspicion that one’s 
tissues become highly sensitive to bacterial 
protein as well as to food and other protein, we 
must look for microscopic and unusual foci of 
infection, because of the small amount of the 
bacterial protein required to do harm. One 
man had marked angioneurotic edema of one 
hand and forearm from an intradermal injec- 
tion into the other arm of .05 c.c. of staphy- 
lococcus toxoid. The arm with the acute 
edema, had been previously peculiarly swelled 
in association with an infected skin abrasion 
which had been neglected. The harmful ef- 
fects of bacteria, I repeat, are probably to 
be thought of more in the future from the di- 
rect and indirect harm of their chemicals— 
toxins and proteins—than from the growing 
organisms per se. 

We are thoroughly aware of the disease pro- 
duced by prolonged contact with lead, arsenic, 
thallium, etc., and yet do we not prescribe 
many chemicals without even wondering if 
there may be harm from them. I have had 10 
or more patients for whom aspirin was a vio- 
lent poison; and yet I prescribe aspirin and sal- 
icylates with moderate recklessness to be tak- 
en over prolonged periods with little fear of 
their doing harm. Shouldn’t I be more on my 
guard? There is an old saying, “that familiar- 
ity breeds contempt”. Certainly we get over- 
confident in our superior knowledge. 

A mother of a patient of mine recently told 
me that some 30 years ago she observed that 
eating fish was invariably followed by asthma 
and that when she told physicians at that time 
of this she invariably had the reply that it was 
impossible and was usually laughed at. Hahni- 
mann was undoubtedly the first allergist, albeit 
that he rode it as a hobby to the neglect of 
other and often more important realities. 

A late patient of mine had a series of events 
which culminated in his death. He first had a 
cut on a leg. Tetanus antitoxin was adminis- 
tered—probably entirely properly. In the 
course of a week to 10 days came a serum re- 
action with marked skin manifestation. Der- 
matitis persisted for about 2 years. until 
properly treated. In the course of a few months 
cataracts developed. Vision was lost until the 
cataracts were removed. The cut which 
started the sequence of events was an indus- 
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trial accident. Because physicians testified 
that there was no cause and effect relationship 
between the accident and subsequent events 
the industrial commission awarded the man a 
paltry few hundred dollars and felt them- 
selves magnanimous in this award. My con- 
tention is that the serum reaction was rein- 
forced by smoldering food sensitizations which 
directly caused the dermatitis and the catar- 
acts. While fighting for his rights, as he saw 
and as I see them, in superior and supreme 
courts he developed a duodenal ulcer from 
which a hemorrhage caused his death. In this 
case ordinarily harmless chemicals seem to 
have caused a series of events which finally 
culminated in death. These reactions were 
probably types of sensitizations. It seems that 
many reactions now classed under the head of 
allergy may not be truly allergic. I wonder if 
many of the food reactions now generally des- 
ignated allergic really belong in that classifi- 
cation or if they would not be better placed in 
the category of causing chemical disease. For 
example: I have repeatedly experienced dis- 
comfort from over-ripe cantaloupes with solid 
rind, freshly cut whereas I have no evident 
trouble from eating the prime fruit. I have 
also had similar results from other over-ripe 


or otherwise slightly deteriorated foods. Many 


patients have confirmed these findings. Some 
persons are more susceptible to the ill effects 
of stale foods than are others. So impressed 
have I been with the dangers from stale foods 
that in dieting persons with epilepsy, migraine, 
asthma, eczema, mucous colitis, rhinitis, deaf- 
ness, and varous other conditions without 
known cause I invariably first eliminate foods 
that have had opportunity to get stale, such as 
dried beans and fruits, cheese, pepper, condi- 
ments in general, ham! canned meats, and fish, 
nuts, chocolate, coffee, cocoanut, etc. 


I have found on myself that certain symp- 
toms caused by foods have been greatly bene- 
fited by taking vitamins. My pollen sensitiza- 
tions however have not been changed even the 
slightest so far as I can tell by the vitamins 
I have taken. This seems to mean that there 
is a distinct difference between pollen and oth- 
er sensitizations. Experiences with cinchophen, 
dinitrophenol and the elixir of sulfanilamid 
are outstanding examples of extreme poison- 
ous effects of inorganic chemicals. 

These few facts lead definitely to the con- 
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clusion that all chemicals even those usually 
beneficial should be considered potentially 
harmful. Since the reactions may be due to 
individual sensitization rather than being uni- 
versally poisonous the problem is especially 
difficult. 

I have one safe and important bit of advice 
which is to avoid taking too much of any one 
chemical, even a food, or repeating it too often. 
It is well not to take too much tomato, or 
potato, milk or wheat, pepper or chocolate, 
aspirin or digitalis, strychine or cinchophen, 
atropin or sulfanilamid or any other chemical 
—food or medicine. It seems for example that 
if vitamin D is to be administered for a consid- 
erable period, one should use alternately that 
of various manufacturers in order to avoid cer- 
tain chemicals that may be in one brand of 
cod liver oil and not in another. The same 
may be true of other vitamin bearing materials. 

I think that in foods one should not eat the 
same fruit each morning for breakfast. The 
housewife may supply oranges on Sunday, 
prunes for Mondays and peaches, grapefruit, 
pears, apples, and other fruits in rotation. The 
same principles may be utilized with cereals, 
meats, vegetables, etc. 

My experience makes me state emphatically 
that other things being equal the more one 
eats of a certain food the more likely he is to 
become sensitive to it. This certainly also 
applies to some extent to inorganic chemicals, 
embracing deficiencies, toxicities, allergies, 
anaphylaxis, etc. 

Chemical disease certainly is far more im- 
portant than generally realized and deserves 
the most careful consideration of all physicians 


and of the people. 
1. Sw. Med. 19:314 Sept. 1935. 





THE FOOD-ADDITION 
METHOD OF DIET 


ORVILLE HARRY BROWN 
Phoenix, Arizona 


(Presented to the St. Louis Medical Society, November 16, 1937) 


A simple method, usable by any physician 
for dieting individuals in whom food may be 
causing trouble I first presented in 19221. Cer- 
tain improvements have been made since that 
time in the procedure and these I report. It 
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may be used in conjunction with skin tests or 
without them. 

That all reactions that substances give on 
skin tests are truly allergic, I am not con- 
vinced. The principle is to experiment until 
one food is found on which the patient can 
live, for a short time at least, without receiving 
harm from it. I now ordinarily use fresh meat 
for the food to be first tried. Most patients I 
have found are able to eat fresh meat without 
harm. Sometimes one may have to experi- 
ment with several meats to find the one or ones 
which give satisfactory results, and then other 
foods are added one at a time and their ef- 
fects noted. Stefansson has shown that the 
edible portions of the animal make an all-suf- 
ficient diet. The foods which give no ill ef- 
fects are put on a list which is entitled “yes” 
or “acceptible” or “ok”. and those which are 


proven to give untoward effects are put on a 
“no” or a “prohibited” list. 

While this method of dieting is simple I have 
seen no reference antedating my first report’. 
I was led to the adoption of this plan through 
the observations reported to me that fasting 
was often highly beneficial. The good then of 


the method is not entirely in getting the patient 
onto harmless foods but on getting him off, of 
harmful ones allowing his system to become 
free of them and their products. 

Certain principles are important as for ex- 
ample: if meat is the single food it should in- 
clude heart, kidney, liver, brains, sweet breads 
etc.; if any other food is used singly, other 
foods should be added to it as soon as safe 
ones are found; the same may apply to the use 
of meats; while meats should be eaten as rare 
as possible in order not to destroy essential 
chemcals, the fruits and vegetables as a rule 
should be extremely well cooked to destroy 
the cellulose; alternating and varying the foods 
as much as possible is important, more with 
fruits and vegetables it seems than with meats. 

In applying the food-addition method it is 
well to remember that long-standing cases of 
sensitizations are apt to be highly sensitive to 
many things other than foods. and should be 
tested for a great variety of substances. The 
early cases on the other hand often respond 
to the food-addition method even though sensi- 
tive to other things. Likewise one may re- 
spond to pollen therapy or vaccines or the 
toxins of house-dust or other allergens even 
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though he is mildly sensitive to foods. It is 
important to consider food poisoning in every 
case of sensitivity because of the difficulty in 
dieting and the sad results in treating cases 
long sensitive to a large number of foods. 
Every such case should have the advantage of 
early treatment. One may move away from 
dusts, animal emanations, pollens, etc., but 
contacts with foods are necessary as long as 
life lasts. 

A survey of the literature reveals that a 
large number of symptoms and diseases are 
due, or at least have been suspected of being 
due, to sensitizations or chemical reactions of 
one type or another including the allergic. I 
have said that whenever the cause of a condi- 
tion or symptoms is not apparent after a care- 
ful study of a case it is well to consider the 
possible sensitizations. In neuritis, epilepsy, 
dizziness, recurrent fainting, neuralgia, cough 
of unknown origin, unexplained bronchitis, 
rhinitis, deafness, beginning asthma, pruritis 
or eczema, indigestion not typical of organic 
abdominal disease or any condition not res- 
ponding to ordinary treatment think of the 
possible sensitizations and at once apply the 
food-addition method of diet. If results are not 
obtained make a thorough study of all pos- 
sible chemicals which may be the cause of 
sensitizations or untoward effects in other 
ways. If one is not prepared to do this he 
should send his case to a physician who can 
make an exhaustive study. Every diagnostician 
should make sensitization studies as a routne-— 


the same as he looks for foci of infection. 
1. Sw. Med. 6:307-13 Aug. 1922. 


MEDICAL ECONOMICS 
This is the second part of an article prepared 
by Lyle N. Owens, Secretary-Manager of the 
Merchants’ & Manufacturers’ Association, 
Phoenix. 





A discussion of doctors’ financial dealings 
with patients must be confined to that scope 
for to include commercial aspects would prob- 
ably confuse rather than clarify. Before there 
can be a useful discussion it is necessary to 
group or classify the patients so certain of the 
groups may be eliminated. Patients as debtors 
vary from satisfactory to unsatisfactory. Even 
so, but few may be regarded as improperly 
classed if they are included in one of the four 
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groups here described. Incidently, doctors may 
be classed in the same manner in one of the 
first three groups. (The writer declares him- 
self as a group two type but refuses to say in 
which division he belongs.) Read the descrip- 
tion of the four groups. You can find there a 
place for all the patients with whom you have 
had experience; but you cannot classify pa- 
tients as they first come to you unless you have 
some means of knowing the experience of 
others—unless that experience is impartially 
and accurately recorded at some central point. 
That is one of the functions of the M. & M. As- 
sociation. The facts presented a are drawn from 
its files and operations. 

The first group includes patients who pay 
promptly for each period of treatment. There 
are two divisions in this group. In the first 
are the people who have ample funds and pay 
promptly as a matter of proper behavior. In 
the other division of this group are the people 
of limited income who appear almost to fear 
being in debt to anyone. The probable cost of 
treatment is one of the first questions asked. 
When answered the patient is silent as he or 
she thinks of how the sum is to be paid. This 
type’s traits combine parsimony, independence, 
a good measure of caution and a mild suspicion 
of his fellow man. They reveal by word or 
action a justifiable pride in their attitude and 
financial dependability. This is one of the 
smaller of the four groups and need not be 
considered in our discussion beyond the fore- 
going description. 


The second and largest group includes peo- 
ple of substantial incomes and resources as 
well as those of limited and meager resources. 
The doctors’ fees and charges are always paid 
in full, but—on the basis preferred by the pa- 
tient. Where incomes are substantial, delin- 
quency is a matter of habit. The individuals 
generally prove to be inconsiderate and selfish 
in all their dealings. They demand a house 
visit of the physician, night or day, when tele- 
phonic instructions will just as effectively pro- 
vide for the patient. And they pay when and 
as they please. Where incomes are limited, 
delinquency is from both necessity and habit. 
Causes and problems are so numerous and 
common that it is pointless to attempt to enu- 
merate them. It is sufficient to say that the 


people in this class pay without the application 
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of more than ordinary pressure. This group 
also is eliminated from our discussion. 

The remaining two groups must be con- 
sidered in the discussion so it is necessary te 
identify and eliminate certain unusual cases. 
Sometimes there can be no consideration but 
the grave responsipility of the doctor to a chiid, 
woman or man needing care. The patients 
and their families are destitute and can no 
more than subsist. Or the cases which defy 
diagnosis and do not react to treatment: the 
doctors’ knowledge and skill are challenged. 
AJl considerations except to treat the patient 
successfully are unimportant. This is as it 
should be and can never be changed. These 
unusual cases have no place in any talk of fi- 
nances and are excluded. 

Now, you cannot justly question the pro- 
priety of the observations this writer will make 
in subsequent parts of this article. Only the 
people whose methods and habits require 
special attention to prevent the abuse of your 
confidence and the unwarranted loss of your 
time remain. They are described in groups 
three and four. How much time or money or 
both, the people in these groups needlessly 
cost doctors is difficult to estimate. The loss 
is large—too large. Reckoned in terms of time, 
we are reminded that the time could be used 
by the doctor for research or, almost equally 
important, relaxation. If in terms of money, 
the doctor might have added facilities or equip- 
ment or skilled assistants to make his difficult 
task easier and his heavy responsibility lighter. 
To willingly permit the abuse does not ac- 
complish any constructive good for anyone and 
least of all for the patient. This declaration is 
supportable. If you disagree, the proving of 
the point will yield more satisfaction to the 
writer who now regrets that this article could 
not be crowded into one issue of Southwestern 
Medicine. 





An examination for appointment as Lieutenant 
(junior grade), in the Medical Corps of the Navy, 
will be held at all Naval Hospitals in the United 
States and at the Naval Medical School, Washing- 
ton, D, C., beginning May 16, 1938. 

Candidates must be between 21 and 32 years al 
time of appointment, graduates of class “A” medi- 
cal schools, and had internships of one year in hos- 
pitals accredited by the American Medical Asso- 
ciation and the American College of Surgeons. 

Those who are interested should write the Sur- 
geon General, U S. Navy, Bureau of Medicine and 
Surgery, Navy Department, Washington, D. C., for 
further information in regard to the examination 
and the procedure to follow for them to appear be- 
fore one of the Examining Boards. 
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THE NEW EDITOR 


Maurice Proper Scriver Spearman was born 
November 30, 1903 at Hawkeye, Iowa, where 
he attended grade and high schools. His pre- 
medical work was done at Denver and Texas 
Universities. His medical work was at Baylor 
University Medical College, where he gradu- 
ated in 1934. He interned at the El] Paso City- 
County Hospital. He is married and has one 
child. Dr. Spearman’s father is a physician 
Who has practiced in Arizona for the past 
twenty or more years, part of the time in the 
U. S. Indian service. 

Dr. M. P. Spearman had special training in 
writing on an Austin newspaper during stu- 
dent days when he served as a special reporter. 


A FEW SUGGESTIONS 
As we retire from the editorship of South- 
western Medicine, it seems appropriate that 
we make such suggestions as our experience 
warrants for the good of the magazine and 
hence of the physicians of the Southwest— 
the owners of the journal. 


Each of our four organizations should per- 
petuate those members and only those mem- 
bers on the board of managers who manifest 
an active interest in the work of editing and 
publishing Southwestern Medicine. Since our 
membership is spread over a wide area the 
task of getting out the journal is more than a 
two man-editor and publisher-job. 


Regular meetings of the board should be 
held at the time of the meeting of the South- 
western Medical Association, and all the mat- 
ters of the journal should be gone into so that 
the board members shall become familiar with 
the work. 

Each organization should have an editor, or 
perhaps better an editor-in-chief. That editor 
should be made responsible for the material 
for an allotted space. It would be his task to 
edit the material, to read the galley proof and 
to read the page proof. He also should write 
editorials and gather news items and do such 
other work as may fall to his lot. 

An editor-business manager (perhaps anoth- 
er and better name can be devised) could be 
the intimate contact man with the publisher 
and co-ordinate for the four editors. 

The editor for an organization should be 
chosen by the members of the board of man- 
agers for that organization. As we write we 
are informed that the present board of man- 
agers has made a similar suggestion. 
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Only by some such plan as suggested will 
each organization and its members be given 
due consideration in the columns of South- 
western Medicine. 





THE PHOENIX MEETING OF THE SOUTH- 
WESTERN MEDICAL ASSOCIATION 

A registration of one hundred sixty-five be- 
speaks an excellent meeting at least from the 
attendance standpoint. Conversations with 
men who were privileged to attend lead us to 
believe that the program was of high standard 
— ranking well with prevous conferences. Con- 
siderable praise was given several of the speak- 
ers. So far as we know there were no com- 
plaints about hotel accommodations, clinical 
facilities or any other conditions necessary to 
make a successful meeting. Phoenix may well 
be allowed to be one of the regular meeting 
places for the Southwestern Medical Associa- 
tion. Having the meeting in various parts of 
the territory affords opportunity for greater 
numbers of our men to take advantage of these 
post-graduate courses. 

The suggestion is offered by the chairman of 
this year’s entertainment committee that the 
Southwestern Medical Association should have 
a table near the registration tables to take care 
of those who wish to attend the conference and 
who are not members of the Association. Pro- 
vision should be made for their becoming 
members or at least applicants for member- 
ship before being permitted to register. 
A second suggestion is that a sufficient fee be 
charged at time of registration to include 
luncheons, banquet and the program. 





THE CONFERENCE OF STATE SECRE- 
TARIES AND EDITORS 





“The importance of the annual Conference 
of the Secretaries and Editors of the State 
Components of the American Medical Associa- 
tion is in some respects equal to that of the an- 
nuai meeting of the national organization, for 
the conference reveals the methods and spirit 
with which the state associations carry out the 
details of the broad policies of the unified pro- 
fession of the United States. The American 
Medical Association is a union of pre-existing 
State Societies, just as the nation is a union 
of States, each of which maintains its individ- 
uality. 
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There is a sameness and unity in the objec- 
tives of every State Medical Society; but the 
methods of attaining those objectives vary as 
widely as the forms of organization of the 
State governments. At the recent conference 
each representative had the opportunity to tell 
how his own State Society deals with the par- 
ticular problem that was under discussion. 
The contrasting methods in the application of 
the Federal Security Law followed in New 
Jersey and Illinois were explained by their 
representatives, each of which was adapted to 
the previous experience and form of organiza- 
tion of the particular State. 

“The program of the conference had been 
arranged by Dr. Olin West, Secretary of the 
A. M. A., after consultation with every Secre- 
tary and Editor of the State Societies. The del- 
egates chose their own Chairman, Dr. Walter 
F. Donaldson, of Pittsburgh, Pa.; and they did 
most of the talking, but with frequent appeals 
to the A. M. A. officials for information. 

“The fraternal spirit was dominant; and 
State officers who knew one another by corre- 
spondence and their Journals found themselves 
congenial companions as they talked both for- 
mally and informally. Many State Societies 
recognized the practical value of the acquain- 
atnces by sending their lay secretaries at the 
expense of the local societies. 

“About twenty subjects were discussed by 
the speakers covering almost the entire range 
of State Society activities. The addresses were 
unusually concise and practical. The entire 
proceedings, including the editorial evening, 
were taken by a stenotypist; and it is hoped 
that they will be available, in their full form, 
to every State Society.”—Jour. Med. Soc. N. J. 
34:211, Dec. 1937. 





WHO SHALL SPEAK FOR US? 


To those thoroughly imbued with the gen- 
eral principles of organizations especially if 
active in an organization this may seem to be a 
foolish question. The fact, however, that four 
hundred thirty physicians in one group, pre- 
sumably all members of the American Medical 
Association and many of them prominent— 
even nationally known, have presented “cer- 
tain principles and proposals in the provision 
of medical care,” argues that the question is not 
foolish. The presentation has been made not 
alone to physicians but to the public. Free 
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speech is permissable in this country; the 
American Medical Association is just as lib- 
eral in this regard as is any other organiza- 
tion. Therefore, these four hundred thirty 
physicians by this act have violated no laws 
either of the nation or of our organization. 
The question does not concern the relative 
merits of their pronunciamento nor that of the 
Amercan Medical Association on the subject 
of medical care. The question is simply as to 
whether they have acted in a manner to accom- 
plish the greatest good for the part of the pub- 
lic they are attempting to serve. To show that 
they are at least complicating the situation an- 
other group has also broken into the public 
press with certain principles which it is pro- 
mulgating. How soon may another and per- 
haps still others come forth with “certain prin- 
ciples and proposals in the provision of medi- 
cal care,” we cannot tell; but we may safely 
predict that other groups will be heard from 
on this subject in one way or another. 

What we have said is in no wise a criticism 
of the individuals who have signed the enun- 
ciations above referred to. As a matter of fact 
we believe the four hundred thirty signers are 
as high type physicians as may be found in this 
or any nation. About a fourth of the number 
are known to us personally as friends or as im- 
portant personages so that we unhesitatingly 
say of them that their motives cannot be ques- 
tioned. The group forming with headquarters 
on the Pacific coast are composed of high- 
minded individuals and we are certain that no 
one would accuse them either of any except 
the most altruistic purposes. We are equally 
certain that many other groups could be form- 
ed to promulgate principles and plans for med- 
ical care for parts or the whole of our popula- 
tion differing each slightly or radically from 
any other plan proposed. But, Where will 
these groups get us? 

The chances are that these groups will ac- 
complish nothing more than calling forth more 
discussion of the subject than has already tak- 
en place. On the other hand, there is a chance 
that these groups will lead the lay public to 
think that there is a greater division of opinion 
on the subject among medical men than there 
actually is and laymen generally will begin to 
doubt the wisdom of believing the statements 
of our official spokesmen. The politicians, 


“professional” social workers and others who 
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hope to “manage” the medical profession and 
the practice of medicine if and when state med- 
icine is more extensive than now exists will 
make full use of the pronouncements of these 
dissenting groups. They will point a braggado- 
cio finger at every newspaper comment upon 
the action of the dissenters, no matter how 
small their number ,and make some such re- 
mark as “didn’t we tell you? The American 
Medical Association does not speak for all the 
doctors!” 

We would not stifle any physician from ex- 
pressing whatever opinion he has on the sub- 
ject of medical care. Rather would we encour- 
age all persons, especially physicians who 
know the problems, to set forth their ideas in 
detail in a way to be best understood, and 
most influential for good. 

How shall one go about it to get his ideas 
“heard” by those who should hear them and 
make them effective. Occasinally a man will 
come out of the wilderness with such sane and 
plausible ideas and the ability to write or speak 
or both that he lone-handed, or with a handful 
of helpers, sells his plans to the multitudes. 
Such a man needs no organizations. An or- 
ganization might hinder him, because of his 
being a nonconformist; but it is probably safe 
to say that a little adapting on his part and a 
molding of an organization would make even 
his work and his ideas carry much farther and 
with greater influence. Certainly most of us 
need help in an attempt to do anything of im- 
pertance which is to reach beyond our immedi- 
ate sphere of activity. To get help means an 
organization or organizations. The very name 
of “committee” and of “Committee of Four 
Hundred Thirty” proves the need of organiza- 
tion by the individuals who are setting forth 
dissenting principles on the question of medi- 
cal care. 

Our contention is that the principles and 
plans concerning medical care as set forth by 
the committee of four hundred thirty, support- 
ed as it is by men of standing from all parts of 
the United States, should have been presented 
to the House of Delegates or the Board of 
Trustees of the American Medical Association. 
Ordinarily an individual, who has a suggestion 
for the good of the profession and especially if 
it is for the improvement of public health, 
should first present it to his local county med- 
ical society and convince them of its merits and 
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that organization in turn should take it to the 
state society of which that county organization 
is an integral part; from there if the majority 
approve it may be sent to the House of Dele- 
gates of the American Medical Association. 

There is a feeling among some members 
and fellows of the American Medical Associa- 
tion that too small a group of individuals run 
the affairs of the association and that an out- 
side voice has too little influence. One of the 
committee of four hundred thirty said as much 
to us not many weeks ago. If this is so, and we 
profess ignorance thereover, it should be reme- 
died. Getting into the newspapers with state- 
ments plainly showing dissention from the 
views of those at “headquarters” is certainly 
not the way to remedy the situation unless the 
situation is so bad that ordinary and regular 
methods of attack would be ineffective. 

We were invited to sign, with the committee 
of four hundred thirty a number of months 
ago, but refused. We plan to exert whatever 
influence we may have through the regular 
channels of organized medicine and if we 
should become convinced that “headquarters. -- 
535 N. Dearborn St., Chicago” does not proper- 
ly represent the majority of the members and 
fellows of the American Medical Association, 
then we shall work for changes in the govern- 
ing bodies and not until then. In national mat- 
ters then the Board of Trustees of the Ameri- 
can Medical Association speaks for us and we 
shall do nothing to embarrass them in their 
task or to make their job harder than it now is. 
Though our own opinion may differ we shall 
be with the majority after the majority has 
spoken. 





PRINCIPLES AND PROPOSALS 
OF THE COMMITTEE OF 


PHYSICIANS 


“The Board of Trustees has sepecially auth- 
orized the publication of the following state- 
ment: 

“Following the publication of the report of 
the American:Foundation Studies in Govern- 
ment, a small group of physicians, assembled in 
New York, developed certain: principles and 
proposals which have since beer circulated by a 
self-appointed Committee of Physicians among 
the medical profession of the United States, 
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with a view to obtaining signatures in their 
support. During a period of approximately six 
months, some 430 medical men have apparent- 
ly permitted the use of their names.* Early in 
November the self-appointed group of physi- 
cians released to the press for Sunday, Novem- 
ber 7, a statement of principles and proposals 
to which the ,430 signers were affixed. The 
newspapers generally heralded this action as a 
revolt against the American Medical Associa- 
tion, in a great majority of the cases indicating 
that there was a revolt in behalf of “state med- 
icine”. The publication of this manifesto and 
the attached signatures has been heralded with 
glee by many of those who have been opposing 
the American Medical Association in behalf of 
cooperative practice, sickness insurance, and 
various fundamental changes in the nature of 
the practice of medicine. Within the last week 
another series of proposals has come from an- 
other self-appointed group requesting signa- 
tures of physicians. This series of proposals in- 
cludes the suggestion for enabling legislation 
for sickness insurance. 

“The American Medical Association is an or- 
ganization of physicians along strictly demo- 
cratic lines. Representatives of county medi- 
cal societies send delegates to state medical so- 
cieties and these, in turn, send their delegates 
to the House of Delegates of the American 
Medical Association. It is possible for any 
physician, through his delegate, to obtain con- 
sideration of any proposal which he may wish 
to bring to the attention of the House of Dele- 
gates. At the Atlantic City session the dele- 
gates from New York State presented these 
principles and proposals, slightly modified, as 
an action of the House of Delegates of the New 
York State Medical Society. They were car- 
ried before a reference committee and, in sev- 
eral sessions of that reference committee, con- 
siderable numbers of physicians presented 
arguments for and against their adoption. The 
House of Delegates, however, after thorough 
consideration of the report of the reference 
committee, and with full cognizance of the 
method of development of these principles and 
proposals, and of the considerations which 
were involved in their passage by the House of 
Delegates of the New York State Medical So- 
ciety, did not accept them. The House of Del- 
egates did, however, point out the willingness 
of the medical profession to do its utmost to- 
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day, as in the past, to provide adequate medical 
service for all those unable to pay either in 
whole or in part. 

“Why, then, any necessity for the circulation 
of petitions presenting proposals for funda- 
mental changes in the nature of development, 
distribution and payment for medical service? 
Is there a well designed plan to impress the 
executive and legislative branches of our gov- 
ernment with the view that the American 
medical profession is disorganized, distrustful 
of its leaders, undemocratic in its action and 
opposed to the best interests of the people? 
Who may profit from such evidence of disor- 
ganization? Is there any evidence that the self- 
appointed Committee of Physicians and the 
430 physicians who have affixed their names 
to these principles and proposals are any better 
able to represent the opinion of the American 
medical profession than the democratically 
chosen House of Delegates of the American 
Medical Association—one of the most truly 
representative bodies existing in any type of 
organized activity in this country today? 

“The House of Delegates has given its man- 
date to the Board of Trustees, to the officers 
and to the employees of the Association. That 
mandate opposes the principles and proposals 
emanating from the Committee of Physicians, 
and equally the new proposals. If the House 
of Delegates sees fit to depart from the prin- 
ciples now established, it will be the duty of 
the Board of Trustees, the officers and the em- 
ployees of the American Medical Association 
to promote such new principles as the House of 
Delegates may establish. Until, however, the 
regularly chosen representatives of the 106,- 
000 physicians who constitute the membership 
of the American Medical Association (now the 
largest membership in its history) determine, 
after due consideration, that some fundamental 
change or revolution in the nature of develop- 
ment, distribution and payment for medical 
service in the United States is necessary, physi- 
cians will do well to abide by the principles 
which the House of Delegates has established. 
They will at the same time deprecate any at- 
tempts inclined to lead the executive and leg- 
islative branches of our government, as well as 
the people of the United States, into the belief 
that the American medical profession is disor- 
ganized. 

“Members of the medical profession, locally 
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and in the various states, are ready and willing 
to consider, with other agencies, ways and 
means of meeting the problems of providing 
medical service and diagnostic laboratory fa- 
cilities for all requiring such services and not 
able to meet the full cost thereof. The Ameri- 
can Medical Association has reaffirmed its will- 
ingness on receipt of direct request to cooper- 
ate with any governmental or other qualified 
agency and to make available the information, 
observations and results of investigation, to- 
gether with any facilities of the Association. 
Thus far, no call has come from any govern- 
mental or other qualified agency, for the co- 
operation of the American Medical Association 
in studying the need of all or of any groups of 
the poeple for medical service, to determine to 
what extent any considerable proportion of our 
public are actually suffering from lack of medi- 
cal care. The offer still stands as evidence of 
the willingness of the American Medical Asso- 
ciation to aid in finding a solution to any or all 
of the problems in the field of medical care 
that now prevail”.—J. A. M. A. 


Many have since asked that their names be renewed. 
(Bold face are ours). 


WHAT A LAYMAN THINKS OF 
THE NEED OF EXPANDING 
MEDICAL CARE 


This is an editorial in the Phoenix Gazette 
under date of December 4, 1937 and the title 
of “Slow Death and Live Health”. This is a 
thought provoking editorial and worthy of 
being read by all physicians interested in the 
problems now facing the public and the medi- 
cal profession. 

As we said in a previous editorial we believe 
that the answer is in the suggestion previously 
made to the effect that the physicians should 
form a state corporation and ask to have the 
handling of all types and forms of medical prac- 
tice (including the cults—the sub-standard 
practitioners) handed over to it to be managed 
by it in a way to give the service that should 
be given. But here is the layman-written edi- 
torial. 





“Slow death, but agonizing, painful, fear 
producing and mind wrecking is wasting away 
more human lives daily in America than phy- 
sicians and surgeons will admit, or government 
dare estimate. 

“Those persons condemned to slow, tortur- 
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ous death by a medical system archaic in its 
economic aspects, are unable to fight illness 
and death because the system interposes an 'n- 
surmountable wall between them and the use 
of services of the well trained and skilled men 
who could save them from misery, and make 
them more useful. 

“Our doctors are doing as much and more 
free work than ever before. They complain of 
the ever increasing charity load that they must 
carry. Hospitals must have revenue to oper- 
ate. 

“Medical men cannot be blamed for desiring 
to improve their own livelihood by gathering 
more and larger fees, nor would any person 
who ever expects to be a patient of one of 
them, want their independence of action and 
research tied by government red tape. 

“Yet, the medical men, too, must distribute 
their services, in order to do good. 

“The doctor’s palm need not be crossed with 
silver before the skilled fingers will perform 
an operation, every ethical physician will 
maintain, and rightly too. But the numbers 
seeking health, or who could retain health, if 
lack of funds did not prevent, makes this a na- 
tional tragedy. It is a disgrace not to the phy- 
sicians and surgeons, but to the nation, to a 
people who have allowed lack of money to bar 
the way to continuation of life and health. 

“The nation and the individuals lose because 
the corridors to health can be crossed freely 
only by those with cash in hand. 

“The mere suggestion that government 
should take a hand brings aroused cries from 
the medical men. 

“But, some means must be found to prevent 
lowering health standards among our most pro- 
lific reproducing groups from lowering the na- 
tional well-being. Illness is bred by poverty. 
We can become a low-grade nation through 
neglect of keeping up physical well-being, even 
while we are touting our industrial wonders, 
and our scientific advances. The quality of 
medical science is shown in its depth and 
breadth of application. 

“Millions of Americans are dependent or 
semi-dependent who should be independent 
self-supporting workers and many of whom 
even now could be made independent again, 
with needed medical service available. 

“Government can educate and train toward 
health, and if the present system does not af- 














ford people the opportunity to retain or regain 
health, some change is bound to come despite 
the medicos’ shouts of ‘socialism’ and ‘com- 
munism’. They should be in the forefront 
devising means to extend their services, and 
some of the most enlightened are accepting 
this duty, even at the expense of breaking 
with their close-knit organizations, that are 
always ethical in name, but sometimes re- 
semble trade promoters in the results that they 
attain. 

“The physicians and surgeons of the nation, 
with the cooperation of government can re- 
model the medical system in such a way that 
the profession will be protected in both income 
and independence. If the medical men lead 
in the movement, these features that doctors 
and all reasonable patients approve, can be re- 
tained. Otherwise the change may come about 
through hurried compulsion that may work 
greater hardships than even present methods.” 





Here are the views of another layman—an 
editorial. in the New York Tribune, Nov. 8, 
1937, entitled “Medicine and Government.” 

“There is no member of any American com- 
munity who makes such heavy contributions to 
charity as the doctor. Between the energy that 
he donates to unpaid hospital work and the 
attention he gives private patients who cannot 
pay their bills, the average physician in urban 
practice gives more hours a day than the most 
lavish philanthropist. This condition is unfair. 
The burden clearly should be shared by others. 
Yet, under existing conditions, the hospitals 
cannot afford to compensate the doctors for 
charity work. They can scarcely carry their 
own share of it. For they are not getting the 
subscriptions and endowments that they used 
to get. The ever-heavier taxation on great for- 
tunes has cut deeply into hospital resources, 
and lavish public relief in so many forms robs 
the man of moderate means of his normal in- 
clination to subscribe to private charities. 

“There are several good reasons, entirely di- 
vorced from sentiment, why the community 
can at no time afford to let the ‘medically in- 
digent’ go without adequate care, and why it 
should, in such emergencies as a depression, be 
prepared to support the hospitals and remu- 
nerate physicians for their services. The first 
of these is that, if those elements in a city’s 
population that live under the least healthful 
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conditions are discouraged from seeking free 
medical care, they are certain to incubate and 
spread diseases which may readily be a heavier 
tax upon the public purse than any amount of 
subsidized doctoring could be. A second rea- 
son is that a little doctoring would in many 
cases forestall a lot of charity. One breadwin- 
ner’s neglected injury or illness, which could 
be cheaply doctored, ofetn reduces a whole 
family to permanent dependence on public 
charity. 

“Recognition of this crisis has been retarded, 
however, by regrettable confusion of the issue. 
The difficulties which the hospitals have faced 
in meeting the demands upon them have given 
the patrons of ‘creeping collectivism,’ who seize 
eagerly upon any excuse for socializing any- 
thing, an opportunity to preach the socializa- 
tion of medicine. They have clamored for the 
imposition upon this country of one stultifying 
European system or another of ‘compulsory 
health insurance’ as part of a ‘social security’ 
system. For a time the medical fraternity’s 
comment on this menace was limited to vo- 
ciferous and quite justified opposition. This 
has, fortunately, given place more recently to 
earnest efforts among the profession’s leaders 
to frame a counterproposition- which would 
meet the genuine needs of the situation and at 
the same time forestall governmental med- 
dling. 

“The American Foundation last year did this 
cause yeoman service by eliciting from some 
2,100 doctors their views upon every aspect of 
the problem, and in April, 1937, published two 
volumes of excerpts from these letters. On the 
whole, these doctors were by no means in sup- 
port of ‘socalized medicine.’ But they did in- 
dicate that the profession generally was pre- 
pared to agree that the adequate care of the 
‘medically indigent’ in a great number of com- 
munities, research work in many others and 
medical education in some could no longer be 
kept up to standard without support from tax 
funds. The source of these funds would be lo- 
cal primarily and to the greatest extent pos- 
sible, state in some cases, Federal in emergen- 
cies. 

“Since then a self-appointed ‘committee of 
physicians,’ including several important op- 
ponents of ‘socialized medicine,’ has been work- 
ing to put these sentiments of the profession 
into the form of concrete proposiitons. After 
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getting indorsements of them from 430 col- 
leagues, Dr. John P. Peters, the committee's 
secretary, submitted them to the public for dis- 
cussion in a statement which appeared yester- 
day. And discussion there will certainly be. 

“From the thesis that ‘the health of the peo- 
ple is a direct concern of the government’ right 
through to the proposal that all public support 
of medical care be co-ordinated by a Federal 
department of health, these propositions will 
be misconstrued by the proponents of ‘social- 
ized medicine’ as a surrender to their conten- 
tions. They will sweep aside the important res- 
ervations that the administration of such a de- 
partment be in the hands of professional men 
only and that the extension of its services be 
‘evolutionary.’ Such responses to the proposals 
will, doubtless, drive some conservative medi- 
cal men into obdurate opposition, as anticipa- 
tion of the propositions has already driven Dr. 
Fishbein of the American Medical Association 
Journal. But when all the excitement has 
subsided, we believe it will be appreciated that 
these proposals are not radical but realistic, 
and that, if the profession lines up squarely 
behind them, ‘socialized medicine’ can be fore- 
stalled by a conservative system of subsidies 
to adequate medical care, controlled and di- 
rected by doctors.” 





OBITUARY 

Garland Couch, M. D., Phoenix practicing 
physician for 23 years, passed away in Long 
Beach, California, and was buried in Phoenix, 
November 21, 1937. Dr. Couch was born Nov. 
8, 1871. He graduated from the Homeopathic 
Medical College of St. Louis April 23, 1908. 
He was licensed to practice in Arizona July 19, 
1912. He previously lived in New York—froin 
1900 to 1910—and in Monroe, La. in 1910 and 
1911. Dr. Couch retired from practice in 1935 
and took up residence in Long Beach where he 
since resided to the time of his death. Dr. 
Couch was active in lodge work in Phoenix. 
He was 10 years treasurer of Phoenix Hiram 
Club. He was a member of the First Metho- 
dist Episcopal church of Phoenix, in which he 
was ever actively interested. He was a mem- 
ber of the Shrine and was a regular attendant 
at the ceremonials and meetings up to his re- 
tirement from active work. Dr. Couch will be 
long remembered by many of the Phoenix peo- 
ple. 
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The following paragraphs are a portion of a con- 
fidential letter of the secretary of a medical soci- 
ety. This man has devoted much time to his or- 
ganization. The expressions are of his inner-most 
feelings. Other officers have had similar thoughts 
unless we are much mistaken. We think the gen- 
eral run of medical society members should read 
these paragraphs and then have a bit of increase 
in their sympathies for medical-society officers in 
general. Here are the paragraphs from the letter: 

“I feel we now have a very active society, altho’ 
small in number; however, I feel from an activity 
standpoint we are second to none. Goodness knows 
I have worked trying to make a REAL society out 
of our small organization and I am indeed delight- 
ed to know your sentiments. 

“Sometime I cannot help but stop and wonder 
if such efforts are really appreciated by the pro- 
fession. There seems to be some one always ready 
to offer criticism—but never attempts to do any- 
thing to better the interests of the profession. I 
have reached the point in life and the medicai 
profession where I have learned to do what I con- 
sider right, overlook criticism, and to those who 
continue to criticise, tell them to go toh - - 1.” 





Dr, Harley Yandell in his “Jokin’ and Joshin’” 

which he issues every now and then to the “snoot” 
doctors of Phoenix recently had the following to 
say: 
“One of our young doctors, a fine boy, well train- 
ed in general medicine, miserably lacking in fee 
splitting tactics, bulging with medical ethics and 
overflowing with that most beautiful but some- 
what rare entity known as altruism, tells me he is 
about to be sued on account of some allegedly bad 
results from sulfanilamide.’ The overdosed pronty- 
lin case, that is the alleged ‘condition’, let the ‘cat 
out of the bag’ when she freely admits that she 
went to several doctors who gave her ‘no encour- 
agement’ but finally she found, so the story goes, 
a doctor ‘of the up and up class’, who said, after 
shrugging his shoulders and making obvious faciai 
expressions, that ‘something ought to be done about 
it’. Well, it’s too bad that. we still have these ‘shoul- 
der shruggers’ who seem to rejoice in causing an- 
other to be embarrassed and humiliated. He sticks 
out his chest and with his thumbs in his vest holes 
says—‘Did you see where doctor so-and-so is being 
sued? 

“At an A.M.A. meeting in San Francisco when 
Ray Lyman Wilbur was president of the great as- 
sociation, he came before our ‘snoot’ section and 
told us in no uncertain terms, that ‘If you do not 
cut down the cost of hospitalization and general 
medical and surgical care, the people will do it for 
you’. Just think how long since that has been. 
We didn’t pay any attention to him, did we? Un- 
less we stick together, (did you ever see doctors 
stick together anywhere except in the court room?) 
like iron filings melted into an iron ball, we’ll be on 
a salary within the next five years. May, anyway, 
make no difference what we do; sorter seems like 
‘it’s in the bag’.” 





THE STATEMENT OF THE COMMITTEE 
OF FOUR HUNDRED THIRTY 


As some of our readers may not have secn 
the proposals and principles put out by the 
committee of four hundred-thirty physicians, 
we present them. 


“Origin and Purpose of the Drafi” 


“A large number of medical men believe that the 
report of the American Foundation Studies in Gov- 
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ernment, entitled ‘American Medicine: Expert Tes- 
timony Out of Court’, deserves the thoughtful at- 
tention of all physicians. 

“As a contribution to the discussion of the sub- 
ject of medical care in the United States, this self- 
appointed group of medicai men, finding them- 
selves in agreement, has formulated certain prin- 
ciples and proposals anent such care. These physi- 
cians, who have been trying to purvey medical 
care for many years, speak only for themselves and 
not for the Foundation or for any other organiza- 
tion. They hope that these principles and pro- 
posals may suggest the lines along which effort 
may be made by voluntary, local, state and fed- 
eral agencies to improve medical care. 

“It is recognized that the medical profession is 
only one of several groups to which ‘medical care’ 
is of vital conern. Close cooperation between physi- 
cians, economists and sociologists is essential. Nev- 
ertheless the medical profession should imitate any 
proposed changes because physicians are the ex- 
perts upon whom communities must depend. Un- 
less the medical profession is ready to cooperate 
with these other groups they cannot expect to play 
successfully the part which they should play, nor 
can they expect to enlist the sympathetic under- 
standing of legislative bodies. 

“It seems to us probable that certain alterations 
in our present system of preventing illness and pro- 
viding medical care may become necessary; indeed, 
certain changes have already occurred. Medical 
knowledge is increasing rapidly and is becoming 
more complex. Changes in economic and social 
conditions are taking place at home and abroad. 
Medicine must be mobile and not static if medical 
men are to act as the expert advisers of those who 
convert public opinion into action. 

“The conviction is general that action should be 
taken only upon the basis of demonstrated need 
and as experience accumulates to indicate that 
such action is likely to attain its ends in a nation 
comprising forty-eight states in which climatic, 
economic and social conditions vary greatly. 

“Comments on these principles and proposals are 
invited and should be sent to Dr. John P, Peters, 
Secretary, Committee of Physicians, 789 Howard 
Avenue, New Haven, Connecticut. 

“The principles and proposals signed by the 430 
medical men and now presented to the medical or- 
ganizations for consideration, are: 

“PRINCIPLES” 

“1. That the health of the people is a direct 
concern of the government. 

“2. That a national public health policy direct- 
ed toward all groups of the population should be 
formulated. 

“3. That the problem of economic need and the 
problem of providing adequate medical care are 
not identical and may require different approaches 
for their solution. 

“4, That in the provision of adequate medical 
care for the population four agencies are concern- 
ed: voluntary agencies, local, state and federal 
governments.” 


“PROPOSALS” 

“1. That the first necessary step toward the 
realization of the above principles is to minimize 
the risk of illness by prevention. 

“2. That an immediate problem is provision of 
adequate medical care for the medically indigent, 
the cost to be met from public funds (local and/or 
state and/or federal). 

“3. That public funds should be made available 
for the support of medical education and for 
studies, investigations and procedures for raising 
the standards of medical practice. If this is not 
provided for, the provision of adequate medical 
care may prove impossible. 
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“4. That public funds should be available for 
medical research as essential for high standards of 
practice in both preventive and curative medicine. 

“5 That public funds should be made available 
to hospitals that render service to the medically in- 
digent and for laboratory and diagnostic and con- 
sultative services, 

“6. That in allocation of public funds existing 
private institutions should be utilized to the largest 
possible extent and that they may receive support 
so long as their service is in consonance with the 
above principles. 

“7. That public health services, federal, state 
and local, should be extended by evolutionary pro- 


cess. 

“8. That the investigation and planning of the 
measures proposed and their ultimate direction 
should be assigned to experts. 

“9. That the adequate administration and su- 
pervision of the health functions of the govern- 
ment, as implied in the above proposals, necessi- 
tates in our opinion a functional consolidation of 
all federal health and medical activities, prefer- 
abiy under a separate department. 

“The subscribers to the above principles and pro- 
posals hold the view that health insurance alone 
does not offer a satisfactory solution on the basis 
of the principles and proposals enunciated above.” 





NEW YORK CITY SCHOOLS USE A. M. A. 
BROADCASTS 

“An interesting use of the American Medical 
Association and National Broadcasting Company 
dramatized radio health broadcasts is reported 
from the Board of Education of the City of New 
York by Dr. I. H. Goldberger, assistant director of 
health education. New York’s junior high schools 
and a large number of the senior high schools will 
take part in a study of the value of enriching 
health knowledge through such broadcasts as these, 
sponsored by the American Medical Association 
and the National Broadcasting Company. The 
schools will be divided into two groups. Group 1 
will listen to the weekly broadcasts until the end 
of the first semester, group 2 will not. Then both 
groups will be given an examination on the ground 
covered in the broadcasts. During the second 
semester the role of the two groups will be re- 
versed, group 2 becoming listeners and group l 
nonlisteners. The two groups will be examined 
again at the end of the second semester. Since the 
broadcasts occur during school hours, there will 
be no likelihood of nonlisteners listening, except in 
rare instances, and the groups will be large enough 
to minimize the effect of such uncontrollable vari- 
able factors. The comparative showings on these 
examinations should give at least a general idea 
of the value of radio dramatizations in health 
teaching. Such use of the program is exactly 
what was hoped for and intended when the pro- 
gram was planned and announced. It would be 
highly desirable if more school systems would 
participate in the programs in similar manner. 
This use of the program might with propriety be 
called to the attention of local school boards ana 
officials by county medical societies and auxili- 
aries”’.Jour. A. M. A., Nov. 29 1937. 





American Board of Obstetrics and Gynecology 
holds examination written and review of case his- 
tories for group B applicants in various cities of 


the United States and Canada, on Saturday Feb- .- 


ruary 7, 1938. 

Oral, clinical and pathologic examinations for 
group A and B will be conducted by the entire 
re in San Francisco, California, June 13, and 
4, 1938. : 

Applications for the June 1938 group A examina- 
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tion must, be on an official application form and 
in the secretary’s office before April 1, 1938. 

For further information and application blanks 
address Dr. Paul Titus, secretary, 1915 Highland 
Building, Pittsburgh, (6) Pa. 


The American Board of Internal Medicine holds 
a written examination, on Monday, February 14, 
1938, in various centers of the United States and 
Canada, consisting of 2 sessions of 3 hours each at 
9:00 o’clock a. m. and 2:00 o’clock p. m. 

Candidates successful in this examination will be 
eligible to take the practical examination to be 
held in San Francisco. the Friday and Saturday 
prior to the annual session of the American Medi- 
cal Association in June, 1938. 

The final date for filing applications is January 
15, 1938, and applications should be in the office of 
chairman Bierring, Des Moines, Iowa, before that 
date. 








Members attending the American Medical As- 
sociation meeting in San Francisco this June should 
obtain hotel reservations at once. See recent issues 
of Journal American Medical Association for San 
Francisco hotels and rates, Send your requests to 
Doctor Frederick C. Warnshuis, 450 Sutter Street, 
San Francisco, California, giving names of mem- 
bers of your party, type of accomodations desired, 
rates, date of arrival and departure. 

The San Francisco session promises to be out- 
standing by reason of the scientific program, 
scientific and technical exhibits and the social 
functions. In addition, is the lure of California 
with its scenic beauty—majestic mountains, fertile 
valleys—and historical background. Combine the 
program with the pleasures of visiting San Fran- 
cisco, the Golden Gate City with the 2 bridges— 
engineering wonders of the world. 

“Come by train, boat, auto or plane—no matter 
how—but come, Your visit will ever be one pleasant 
memory. San Francisco and the bay area medica) 
profession anticipate the pleasure of being your 
hosts and cordially invite you. : 

“Watch the Journal of the American Medicai 
Association for program features and events.” 


The Dallas Southern Clinical Society announces 
its 10th Annual Spring Clinical Conference for 
March 14, 15, 16, 17, 1938. The outstanding week 
of postgraduate medical teaching will be held in 
the Hotel Adolphus and will consist of general as- 
semblies, clinics, round-table luncheons, clinical- 
pathological conferences, evening symposia, lec- 
tures, motion pictures and scientific and technical 
exhibits. 

The distinguished guests representing the fore- 
most teachers in medicine are: 

Drs. WARREN T. VAUGHAN, Richmond and 
RUSSELL L. HADEN, Cleveland, Medicine, J. C. 
WHITE, Boston and ALLEN O. WHIPPLE, New 
Your City, Surgery, CHARLES H. BEST, Toronto, 
Physiology, HOWARD T. KARSNER, Cleveland, 
Pathology, HENRY F. HELMHOLZ, Rochester, 
Minn., Pediatrics, J. C. LITZENBERG, Minneapolis, 
Obstetrics, NELSE F. OCKERBLAD, Kansas City, 
Urology, CONRAD BERENS, New York City, Oph- 
thalmology, GEORGE W. MACKENZIE, Philadel- 
phia, Otolaryngology and PHILIP H. KREUSCHER, 
Chicago, Orthopedics. 

For further information address secretary Everett 
C. Fox, M. D., Medical Arts Building, Dallas, Texas. 


Application blanks for space in the scientific ex- 
hibit at the San Francsico session of the American 
Medical Association, June 13-17, 1938, may be ob- 
tained from the director, scientific exhibition, 
American Medical Association, 535 North Dearborn 
St., Chicago Illinois. 
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LOCAL NEWS 


D. W. Melick, M. D., Williams, was a Phoenix visitor last 
month. 

Spencer D. Whitting, M. D., Parker, was a recent Phoenix 
visitor. 

Dr. and Mrs. Hal Rice, Bisbee, were in Phoenix during No- 
vember. 

Rowland Davison, M. D., Tucson, visited in Phoenix during 
November. 

H. T. Watson, M. D., Gallup, was a Phoenix visitor during 
early December. 

Louis B. Baldwin, M. D. and wife, Phoenix, have taken up 
residence in the Ingelside district. 

C. Warren, M. D., Phoenix, recently resigned as physician to 
the Arizona State Hospital. 

M. I. Leff, M. D,. Glendale, discussed international affairs 
Dec. 3, 1937, before the Phoenix Optmist Club. 

Dr. Frank Goodwin, El Paso, announces the opening of an 
X-ray and physiotheropy department in his offices. 

Major-General A. M. Tuthill, Phoenix, talked lately upon na- 
tional defense before the Pilot Club of Phoenix. 

Thomas Henry Bate, M. D., Phoenix, is now a first lieutenant 
in the Medical Reserve Corps of the United States Army. 

William F. Schoffman, M. D., Phoenix, spoke to the Pre- 
School Circle of Tempe on child health. 

Dr. E. Payne Palmer, Phoenix, related the facts about cancer 
in recent issues of the Arizona Public Health News. 

R. W. Hussong. M. D., Phoenix. discussed “Medicine in Early 
Days in Arizona” before a Phoenix luncheon club in November. 

Martin C. Flohr, M. D., Phoenix, has opened offices in the 
Professional building; his practice is limited to obstetrics. 

Preston T. Brown, M. D., Phoenix, discussed “Cancer Control 
and Its Necssity” before the Phoenix Junior Woman’s Club. 

George B. Irvine, M. D., Tempe, was honored by a dinner 
given by his wife december 12, 1937, at which were 14 guests. 

Drs. R. B. Homan, Sr., Ralph Homan and R. B. Homan, Jr., 
of El Paso, have been appointed to the regular staff. of St. 
Joseph’s Sanatarium. 

W. R. Quinn. M. D., Bisbee, for three and a half years on the 
medical staff of the Copper Queen hospital has resigned to 
study surgery in Vienna, Austria. 

Fred G. Holmes, M. D., Phoenix was honored by the Phoenix 
Gazette which extended him best wishes on his 4th birthday and 
ran his picture. 

M. P. Spearman, M. D., and wife, El Paso, were guests in 
Phoenix at the home of Mrs. C. P. Dunn during the meeting of 
the Southwestern Medical Association. 

Robert Flinn, M. D.. Phoenix, addressed the Young Men’s 
Christian Association of Miami, on his observation recently made 
on a European tripe. 

Drs. Berry Hale Burnett and J. D. Wilson of the CCC camps 
of northern Arizona report an epidemic of appendicitis—23 
cases in 18 days among a population of 317. 

W. Gordon Garnette, M. D. Williams, had the distinction of 
treating the Venesuelian author, Romulo Gallegos, who had had 
the misfortune to have an automobile accident. 

A. N. Crain, M. D., Phoenix. director of the Maricopa Coun- 
ty health unit, recently held a clinic at the Osborn school for 
the examination of children of pre-school age. 

A. J. McIntyre, M. D., potentate of the local Shriners’ temple, 
has been busy making arrangements for a ceremonial which will 
be participated in soon by representatives of a number of 
other temples, f 

J. D. Hamer, M. D., Phoenix, is chairman of the life-saving 
committee of the local Red Cross; he is organizing a volunteer- 
blood donors group for supplying blood to persons who need it 
and cannot pay for it. 


PROCEEDINGS 
of 
THE STAFF MEETINGS OF ST. JOSEPH’S 
HOSPITAL 





Phoenix, Arizona, October 11th, 1937 


Drs. Clyde J. Barker, Angus J. DePinto, Wayne 
Fountain and Bayard Neff were approved for mem- 
bership on the Visiting Staff. 

Secretary’s Report: Analysis of Hospital Records. 

Each month there comes into my hands a sum- 
mary of the hospital service for the preceding 
month. It is prepared by the staff in the record 
department of the hospital, and in my opinion is 
lacking in several essentials. (1) 
death are incomplete. (2) There is no list of diag- 
noses for the patients who live to get out of the 
hospital. It seems to be taken for granted that pa- 
tients who get well are treated properly and ac- 
cordingly it is not necessary to summarize or check 
up on those cases. Certainly it would be of more 
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importance to know how doctors treat sick pa- 
tients and get them out of the hospital in 3 days 
than to discuss the facts concerned with a case 
sent in half dead who died 3 days later and had an 
autopsy performed on him. 

In other words, our discussion of hospital cases 
in the past has been largely morbid. In my opinion 
we need a new outlook, a live wide-awake, aggres- 
sive attitude, a change from the morbid to the 
salubrious, healthful, wholesome task of getting pa- 
tients well. 

Finally, let me make a plea for more accurate 
hospital records: a clear-cut summary of the case, 
not only while in the hospital but briefly what took 
place before the patient entered the hospital, and 
the prospects after dismissal from the hospital. It 
seems to me that this much at least should be done 
by the physician himself and not left to the interne. 

Recently in an editorial in the Journal of the 
American Medical Association, it was pointed out 
that: “Statistical surveys can have no value unless 
the underlying diagnosis which serves as a starting 
point is reasonably correct and so well established 
that other persons of equal qualifications could 
make similar observations on the same patients.” 
Certainly that simple statement should cause us to 
pause and think. Can somebody else read our charts 
and come to the same conclusion? If not why not? 

DR. H. D. KETCHERSIDE: Suprapubic Prosta- 
tectomies. 

The first successful prostatectomy was a one- 
stage suprapubic. The mortality rate was appall- 
ing so someone decided that rapid decompression 
of the bladder would induce hyperemia of the kid- 
neys with complete suppression and uremia. For 
many years it was considered almost criminal to 
take less than 2 to 3 days in decompressing a dis- 
tended bladder. Then it was pointed out and uni- 
versally accepted that the high mortality was due 
to the shock of a long operation. So no one dared 
remove a prostate in less than 2 stages, and few 
patients were able to go through all this prepara- 
tion and leave the hospital in less than 3 months. 
Then Hugh Young, in order to shorten the hos- 
pitalization, devised his complicated and difficult 
perineal operation. Then followed the various 
punch operations and transurethral resecton. 

I have followed all these advances and now find 
myself right back where I started doing a 1-stage 
suprapubic prostatectomy and believing it superior 
to all other methods for the average case. 

I find: that patients do not die from rapid de- 
compression; that dehydration and retained nitro- 
genous waste products can be rapidly overcome by 
forced fluids; that the shock of the old 1-stage 
operation was due to hemorrhage which can be 
controlled with a bag; that the perineal operation 
is more difficult, does not shorten the hospitaliza- 
tion and is more apt to result in urinary inconti- 
nence; that the punch operations and prostatic re- 
sections, while ideal for certain types of cases, do 
not give uniformly good results if used routinely; 
finally, that with the operation as described, the 
results are more uniformly good, the mortality rate 
is low, and the period of hospitalization is not un- 
reasonably long. 

CASE REPORTS 


A 64 year old man become aware of urinary trou-: 
ble 2 years ago when he developed complete reten- 
tion, continued to have frequent attacks of com- 
plete retention and resorted to catheter. When he 
came to me he had a large, hard prostate, and 
nearly a pint of clear residual urine. He was put on 
catheter drainage and forced fluids for only 5 
days. Then under spinal anesthesia a 1-stage 
suprapubic prostatectomy was done; a specially de- 
signed catheter was inserted through the urethra. 
a soft rubber balloon on the catheter was distend- 
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ed with sterile water and pulled down into the 
prostatic fossa. The bladder was then closed tight- 
ly without drainage except for the urethral cathe- 
ter; a small drain was inserted in the space of Ret- 
zius and the abdominal incision closed tightly. Im- 
mediately after returning to his room the bag was 
deflated by mistake and the catheter came out. It 
was reinserted and the bag reinflated; considerable 
trouble came during the next 24 hours from blood 
clots blocking the catheter. There was never any 
drainage from the suprapubic wound and he con- 
tinued to void freely. He walked out on the tenth 
day with his wound entirely well and healed. 


A 72 year old man had difficult urination and 
marked frequency since 1930. He had much treat- 
ment even bilateral vasectomy without relief. He 
resorted to catheterization many times. At time of 

on he was having to urinate 10 to 15 times 
each 24 hours. There was about a pint of foul 
smelling residual urine in the bladder, The prostate 
was moderately enlarged, with almost stone hard- 
ness. The median sulcus was present. He had a 
2-1 heart block and vessels markedly sclerosed. 

He was put on continuous catheter drainage and 
bladder irrigation twice daily with acriflavine 
1/5000. Under spinal anesthesia a 1-stage suprapu- 
be prostatectomy was done. A Foley catheter was 
inserted and the bag was distended with sterile wa- 
ter and pulled down into the prostatic fossa. The 
bladder was then closed tightly. The incision was 
closed with small drain in the space of Retzius. In 
9 days the catheter and clips were removed. Eleven 
days after operation he was discharged, voiding 
freely; suprapubic wound had healed but with smal! 
amount of urinary leakage from lower angle of the 
incision. This leakage ceased in a few days after 
discharge and he has continued to be free from 


urinary symptoms. 
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DR. WILLARD SMITH: A Plea for the Common 
Doctor. i 

At a recent staff meeting I called attention to a 
growing tendency. After that meeting the president 
asked me if I would elaborate somewhat upon that 
idea. It is clearly necessary for somebody to do this 
unless we wish to convert out meetings into some- 
thing other than my concept of what a staff meet- 
ing should be. Permit me to say in the beginning 
that there is no rancor in what I am about to say. 
I am just a common doctor, and a great deal of 
what the wise men in the profession have to say 
goes right over my head. They may or may not 
know what they are talking about, but I have some- 
times noticed that big words conceal a great deal 
of honest uncertainty. When a man devotes his 
time and energy to pursuing one subject, what 
seems clear to him becomes quite impossible of ab- 
sorption by those who, because of the fact that 
their time is occupied in other lines of endeavor, 
can not keep pace with him. I have the deepest re- 
spect for erudition, but I am willing to lay a sub- 
stantial wager that there are many others present 
who have fully as much difficulty as I do in un- 
derstanding some of the ultra-scientific disserta- 
tions which we have had the opportunity to listen 
to. At the staff meeting of which I speak, we had 
first a categorical review of 3 months of deaths. 
We were even told that 1 of those deaths was due 
to cholera. I am not in a position to contradict 
that, but it sounds rather improbable. Then for 
dessert we had detailed dissertation upon 3 more 
hospital failures with all of the gruesome patho- 
logical details. I don’t know how this affected the 
others, but it impressed me with the idea that an 
innocent listener-in would think that our hospital 
efforts were devoted to earnest endeavors to pre- 
pare subjects for the services of the undertakers. 
As a matter of fact, there is a vast deal of very 
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commendable and successful work being done in 
the hospital, and it might be a little better adver- 
tising for the institution to talk about its successes 
as well as the failures. 

When I was asked to make this talk, there flash- 
ed into my mind two historic incidents. One of 
them is recorded in Leviticus XVI, verses 20, 21, 
and 22. As some of you may not have recently read 
this, I will remind you that this is included in cer- 
tain instructions which were given to Moses when 
he was ordered to tell Aaron about his duties. The 
part to which I refer says: 

“And when he hath made an end of reconcil- 
ing the holy place, and the tabernacle of the con- 
gregation, and the altar, he shall bring the live 
goat; 

“And Aaron shall lay both his hands upon the 
head of the live goat, and confess over him all the 
iniquities of the children of Israel, and all their 
transgressions in all their sins, putting them upon 
the head of the goat, and shall send him away by 
the hand of a fit man into the wilderness; 


“And the goat shall bear upon him all their ini- 
quities unto a land not inhabited, and he shall let 
go the goat in the wilderness.” 

I am supposed to be on the superannuated staff, 
and I am not supposed to be meddling with the 
conduct of staff meetings, but as I was selected as 
the goat, I couldn’t help thinking of another mem.-- 
ory of my childhood. In a quiet little country town 
in the hills of southeastern Ohio, there once lived 
an old man whom everybody called Uncle Levi. He 
was a bit peculiar, and one of his peculiarities 
showed itself in the rather incongruous team that 
he drove to his wagon. It consisted of an ox and 
a blind mule. One day somebody asked Uncle Levi 
why he selected such a team. He replied, “Wall, 
the ox can go anywhar, and the mule don’t give a 
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damy.” So perhaps the selection of the goat wasn’t 
so bad after all. 

This staff is made up of many men of many 
minds. Most of them are in active practice of their 
profession, and the great majority are more diffuse 
in their individual attainments than the select 
coterie of specialists. My concept of a staff meeting 
is that it is to inspect the work of the hospital and 
to improve the staff. Some wise man once advised: 
“Hitch your wagon to a star’. But he failed to 
describe the harness. Let us suppose that 60 men 
are sitting in this room, Each minute that passes 
represents 60 times that much aggregate time. 
If a speaker keeps the audience waiting 1 minute 
he has really wasted 1 hour in the aggregate. Time 
is irreplaceable. These men—both specialists and 
common doctors—have an inalienable right to 
their time. If this time is spent in non-productive 
dissertation, or at least in dissertation which cannot 
be absorbed by the average doctor, much aggre- 
gate time is wasted. Let us assume that high-brow 
conversation occupies all of the time of a staff 
meeting—120 minutes. That means that members 
of the staff have laid upon the altar of their faith- 
fulness to the institution 120 hours, or 12 days of 
10 hours each, of what might have been productive 
time. We are all glad to learn. We wish to assimu- 
late all we can, but some things are a little too 
high brow for the average man. If the idea is to 
elevate to the position of intellectual dictatorship 
one or more of our local Mussolinis or Hitlers or 


-Roosevelts, the present method is an excellent one. 


If the idea is to improve the work of the staff as a 
whole, it probably is not a good idea to try to teach 
astronomy in the kindergarten. Please understand 
I am not criticising the brilliant leaders; I am sim- 
ply speaking for the common people. And when all 
is said and done, the object of the hospital is to al- 
lay suffering and restore health, so far as may be 
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possible. The great preponderance of the work ot 
the hospital does not end in the morgue, but does 
-end in the restoration to active usefulness of whe 
persons whom the hospital serves. Is it not fair 
that at least a reasonable amount of the time in 
our meetings be devoted to a consideration of those 
measures which bring about these much desired re- 
sults? Would it not be better if the men who ar- 
accomplishing these modern miracles of medicine 
would tell some of the rest of us just how to do it? 
I am sure it would not be considered as boasting, 
and I do believe that it would be exactly in line 
with one of the great traditions of our profession. 
Incidentally, it would enable those of us who are 
-not geniuses to do more good for our patients, and 
thus improve still further the good work uf the 
hospital. A proper proportionate amount of time 
on the program, should, of course, be allotted to 
these adventures into the unknown so that we may 
at least set the stars even though we find diffi- 
culty in harnessing our wagon to them. But in all 
justice, a proportionate amount of time should be 
allotted. to the rank and file so that they wouid 
be recognized as the real bulk of the army, 
and those upon whose labors rests the real suc- 
cess and upbuilding of our institutional work. I 
have no desire to belittle the works of geniuses. 
I want them to have the time and the opportunity 
_to try to bring us up to their level, but I also want 
the common man to have his chance. There is so 
much of uncertainty in pioneering that it behooves 
us as practitioners of medicine to remember and 
apply some of the accumulated wisdom of the past, 
as well as to be alert for the new and the fash- 


ionable. There are many simple things which are 
passed by, even by the best. Take, for example, 
the following incident: I found myself puzzled 
some time ago to know whether red blood cells are 
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alive or dead. So I took the question to 2 men 
whom I consider the most brilliant men we have. 
Their answers were diametrically opposite, and I 
have never yet learned whether red cells are aliv 
or dead. - 

I am fully aware of the fact that we learn by our 
mistakes as well as by our accomplshments. I am 
merely pleading for proportionate representation 
for both accomplishments and mistakes in our 
meeting programs, 

I have said enough to give you the general idea. 
While we yearn for knowledge of the unknown, we 
are paid for application of the known. My plea is 
for a little less metaphysics and more physics. 


“IRON LUNG” NOW AVAILABLE TO 
ARIZONA PHYSICIANS AND HOSPITALS 








A mechanical respirator, popularly known 
as “Iron Lung,” has recently been added to the 
equipment of the State Board of Health 
through the generosity of the Pay’n Takii 
Stores of Arizona. This device for artificially 
inducing and maintaining respiration is fa- 
miliar to physicians but heretofore has not 
been available to Arizona. 

The condition in which it has probably been 
most frequently used and about which most 
publicity has been given has been in cases of 
pharyngeal or respiratory paralysis due to 
poliomyelitis where prolonged artificial res- 
piration is necessary in order to save life. 
There are other conditions in which prompt 
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and often more or less prolonged artificial res- 
piration is a necessary emergency treatment if 
life is to be saved. When a respirator is avail- 
able, its use would be the method of choice, 
as it does not involve the added risk of ex- 
posure and loss of body heat, as in other meth- 
ods, predisposing to pneumonia which is a con- 
stant menace in cases of respiratory failure. 
Such common causes of respiratory failure are 
gas poisoning, electric shock and drowning. 
Where the respirator is part of the regular 
equipment of hospitals it is brought into fre- 
quent use as its availability increases the field 
for which it was primarily designed, examples 
being during pregnancy or following abdom- 
inal operation where other forms of artificial 
respiration might be dangerous. 

The most serious respiratory involvement is 
that in poliomyelitis when bulbar paralysis, 
the cause of death in cases which are fatal, de- 
velops. In such cases prolonged artificial res- 
piration, which may require continuation for 
months, offers the only hope for recovery. 

Where this type of respirator is not available 
in hospitals distributed over the state, it is 
preferable to take the respirator to the patient 
rather than the patient to where the respirator 
is available. Transportation of a patient by a 
long journey to a respirator is a dubious ex- 
pedient. It is recommended by the advisory 
committee of the American Medical Associa- 
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tion that it is probably best in such cases to 
keep the patient as quiet as possible and free 
from exertion, excitemnt, or apprehension. 


When the respirator is made available there 
are several general principles that should be 
emphasized: 


“The machine should be used early, long be- 
fore the appearance of cyanosis (which is a late 
sign of anoxemia and in this condition does noi 
precede death by many hours), before there is 
evidence of marked dyspnea’ and at the first 
evidence of the existence of any paralysis of 
the respiratory muscles. The evidence of 
relief and comfort given by the use of the res- 
pirator, as shown by relaxation and sleep, is 
an indication for the early use of the machine 
on general medical principles. The patient 
should be kept in the machine a long time. 
The respirator should be looked upon as more 
than an instrument simply to prevent death 
from asphyxiation. After the acute stage is 
passed, the respirator may be very useful in 
protecting the weakened muscles of respiration 
against stretching and overstrain, and in train- 
ing them toward normal power and balance. 
It is of great importance to change the patient’s 
position frequently.” 

Almost any procedure necessary for the 
care of a severely ill patient is possible with- 
out stopping the machine. Change of posture 
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to almost any position is made simple by me- 
chanical device. 

While it is hoped that the necessity for the, 
use of this machine may not occur, if a single 
life is saved, many times the cost would be 
justified. The machine is conveniently stored 
in the offices of the State Board of Health, and 
is available without cost to any hospital or 
physician expressing a need for it. Call the 
State Superintendent of Health night or day 
and the request will be immediately complied 
with. 


work of rescue, refuge and redemption for now al- 
most a half century. Quietly, faithfully, secretly, 


fvore Florence Crittenton Mission has done this 
too, in guarding the names of its many, many 















standing world. One wonders how, when there is 

and always has been, so many obstacles to over- 
come, this Mission has survived. It could not, it 
would not have been able to endure this burden of 
the years except that it had so great a work to do, 
nd had done that work so well. By the faithful, 
sacrificing labor of a few great souls whose love 
for the erring, and by the almost miraculous 
stretching of too few dollars, this work goes on. 


From the community, from a few of the under- 
standing believers in human worth, from the pen- 
nies of some who could pay—but sadly few, for the 
daughters of the rich do not become guests of Flor- 
ence Crittenton Missions—from the coffers of the 
Juvenile Court, and from the Community Chest, 
have come a scant support for a great work. But 
the pomae Crittenton Home of Phoenix is not 
ine ‘ f¥— singly an institution of the Capital City or its vicin- 
snPounded originally as a, memorial to the child ofr ts": wort of sate wide sone of work 
a class of erring youth, the Missions have been*gWide purpose and heaven-wide destiny; so de- 
erected, endowed only with hope and a steadfast §mSe'Ving of cooperative support—not cold charity— 
faith. Florence Crittenton Homes have had a vast shat were it but known and advertised, its fame 
work and scant support. Unmarried mothers, too *;™USt surely reach the sky. But. the Florence Crit- 
often of such tender years that they are themselves ye Home go . rey Se It cannot, —_ 
but little more than children—in experience as well rs yo d o: 4. oving friends. Like a humble 
as mental growth—have been disgraced by theirB} 2O=s0™ = — pomp nema tran- 
misfortune, and for whom the Church or State, S°ends the showy weeds by the highway. 
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had no place or use. For these Florence Crittenton V. O. WALLINGFORD, 
Homes were founded, and for them the Missions President of the Board of Directors 
have made not alone a place but a redeemed and of the Florence Crittenton Home, 
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The value of the orange 

and grapefruit in the diet is 

4 recognized by many, one be- 

% jing preferable far more 

than the other, as may be 

"| prescribed by one’s physi- 

| cian. 

"1 In order that orange or 

grapefruit juice be used to 

advantage, it must be fresh, 

since losses of vitamin value 

4H result in proportion to its 

> | time from extraction. In 

*| the preparation of fresh cit- 

‘jrus juices, it is most im- 

{| portant that certain factors 

ri which cause juice deteriora- 

tion, be taken in account in 

the preparation process in 

order that the citrus juicc 

be of maximum value to the individual. It is 

not. only inconvenient to extract juice in quanti- 

ties as needed for a patient, family or institution 

along with other important measures to be under- 

taken, and rules of sanitation must be followed. 

Children often bite into an orange without first 

washing, or fruit is cut without the dust being 

washed off, or in the case of fountains, orange 

juice is frequently made before the eyes of @ cus- 

tomer by cutting a dusty orange touched by un- 

clean hands and pressing out the juice on an un- 

covered extractor often dirty from former juice ex- 
traction. 

The general public has been fooled on substi- 
tutes so much that some of them demand a juice 
extraction before their eyes and overlook the fac- 
tors of cleanliness. 

There are certain things to be taken into ac- 
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count in the preparation of an excellent citrus 
juice. First, a fresh juice pe be made out of 
old fruit. Second, the factors that cause deteriora- 

tion and loss of food value must be considered and 
overcome; absolute cleanliness is essential to an 
excellent juice; the action of air, temperatures, and 
yeast, must be overcome if a juice is to be good for 
any time after extraction. The innermost juice 
bares a fruit deterioration which begins when the 
factors mentioned are controlled. In the prepara- 
tion of Ketchum Fresh Juice, all distributing fac- 
tors are taken into account with the result that a 
fresh juice is prepared for public consumption that 
is clean and which has the maximum value pos- 
sible of attainment and of equal value to juice just 
extracted under most sanitary conditions. The 
process has been developed by Will R. Ketchum as 
a result of long experimentation, and is in process 
of being patented. 


PACIFIC MUTUAL NEWS 
Frank B. Schwentker 

Your Editor has invited me to publish this 
column in your magazine during the ensuing 
year. Medical men are interested in Life In- 
surance companies and in their business per- 
haps more than any other profession; there- 
fore, I trust my news items will be of interest 
to your members. 

A doctor knows the problems which follow 
extended disability due to injury or illness. If 
a patient has a good Accident and Health pol- 
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icy, he is in better position to pay his doctor’s = 


bill when he again goes to work. With the 
average man, earnings cease when disability 
comes, and then he must look either to insur- 
ance or to his savings account for necessary 
jiving exenses. It is for these reasons that our 
5-Way Policy is so popular; therefore, by way 
of introduction let me give you a brief outline 
of this famous policy. Here is what it covers: 
1. Sickness—$200 per month—one day to 
one year if confined to the house; one day to 
three months if not confined to the house. 


2. Accident—$200 per month—one day to 
one year while totally disabled. $100 per month 
—one day to six months while partially dis- 
abled. 

3. Accidental loss of sight or limbs—$10,000 
at once for loss of sight or any two limbs; or 
$5,000 for the loss of one hand or foot. 

4. Retirement years—$100 per month in- 
come for life beginning at age 55, 60 or 65. 


5. Death—$10,000 to your beneficiary in 
one sum or as a monthly income ($20,000 if 
death results from an accident). 


In our 5-Way Policies this coverage can be 
sold at lesser cost than if separate policies are 
bought from different companies. This is be- 
cause we get the benefit of the medical examin- 
ation which the Life Insurance part requires. 


Write or telephone our nearest office for our 
5-Way Booklet. 





RUFFS SANITARY SEPTIC TANK 


A modern sanitary sewage disposal system. Sci- 
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etc. An economical means of sewage disposal in 
unsewered areas. 


Molded in one piece, at our plant, of everlasting 
reinforced concrete. Made in 235 gallon units, and 
are used in series. One unit will take care of a 
family of 6 to 8. To increase the capacity, add an- 
other unit, it is better to have more capacity than 
you need, than too little. 


These tanks can be installed on short notice, with 
special made drain tile, for septic tank drainage. 
Made of Arizona material, by Arizona labor. 

When making your plans for a new sewage dis- 
posal, or your old cess-pool has gone to the bad, the 
pre-cast septic tank will do the job. 

A. E. Ruff, the manufacturer, a highly respected 
} resident of Phoenx, has made and installed sev- 
} eral hundred septic tanks in this locality. That 
| they are scientifically correct we have had several 
| substantiating statements. The guarantee and rep- 
resentations of Mr. Ruff may be received as a def- 
} inite statement of fact. He may be reached by 
} Phone, Number 9-3683. 
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N. Y. State Jour. Med., June 1935, Vol. 35, No. 11 0 
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Your 
Patient’s 
Feet 


An ethical practicing Chiro- 
podist can be relied upon to 
give competent advice con- 
cerning the proper shoe for 
each type of foot. And in addi- 
tion he is able to prescribe 
and fit any type of foot appli- 
ance if your patient’s foot 
condition requires the use of 


a support. 


JULIUS CITRON, D. S. C. 
Chiropodist 
Phone 3-4202 Professional Bldg. 
Phoeniz 























PORTRAITS 


Are distinctive and more beautiful when 
photographed in your home or office. 


Hospital portraiture can bring happiness 


to the patient in the wheel-chair. 


IRVINE STUDIOS 


608 N. 7th Ave. Phoenix Phone 4-1612 

















SOUTHWESTERN MEDICINE 


PETER PAN SCHOOL 


The Peter Pan School was 
established in Phoenix five 
years ago to meet the need 
for a school where children 
of Pre-School and Primary 
age might be left for vary- 
ing lengths of time, and re- 
ceive in addition to aca- 
demic training the same 
thoughtful and_ interested 
attention to character train- 
ing and habit formation, 
that they would receive in 
their homes. 

It is with this thought 
in mind that the curricu- 
lum, under the direction of 
experienced and qualified 
teahers, is carried out. Care- 
ful attention is paid to each child’s needs. Ample 
opportunty is given for the expression of each 
youngster’s personality as an individual, and at 
the samme time he is trained to adjust himself to 
group activities. 

The child’s physical welfare is given careful con- 
sideration. The location of the school was chosen 
to provide for plenty of playground space, to al- 
low for a maximum of outdoor activity with a 
minimum of noise and confusion. 

There are rest periods scheduled for each day 
with additional rest for the child who needs it. 

Well balanced, well cooked meals are served at 
regular intervals. Allowance is made for the child 
who needs a special diet. 

The school offers accomodations to children of 
out of town visitors, shopping-Mothers, Theater- 
goers, and Phoenicians who are vacationing or out 
of town on business. The school car will pick up 
youngsters from any hotel or private home. 

The school is open for inspection at any time. 








AIR CONDITIONING FOR COMFORT 
AND HEALTH 
By W. F. Harmonson 

We are all well acquainted with air conditioning 
and how it performs in the office buildings, stores 
and theatres, but not, to any extent, in our own 
homes. 

The business or professional man who occupies 
the air cooled store or office during the day should 
by all means provide his wife and children with 
the cooling at home that he finds is so indispens- 
able at the office. 

The most popular system for the home is the 
so-called “split system” which cools the living 
quarters in the daytime and sleeping quarters at 
night. This system, by virtue of the smaller ice 
machine required, is the most economical to install 
and operate. 

A complete range of sizes and types of air con- 
ditioning equipment for the home is available now, 
especially for installation with an existing furnace 


The American Society of Heating and Ventilating 
rs has set forth certain minimum func- 

tions which must be performed by any given system 
or any apparatus before it is entitled to be des- 
ignated as an “Air-Conditioning” system or unit. 

The minimum functions for a summer air condi- 
tioning system follow: 

1. Sufficient cooling to maintain the desired 
temperature (usually 80’F). 

2. Dehumidification as required to maintain the 
proper relative humidity.. 

3. Cleaning, by washing, filtering or electrically 


Please mention SOUTHWESTERN MEDICINE when answering advertisements. 
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removing the dust and pollen particles from the 


air. 

4. Proper distribution of the air, without ob- 
jectionable drafts and currents. 

Any cooling system or unit that does not perform 
the above four functions cannot be classified as an 
air conditioning system or unit. 

The functions for a winter air conditioning sys- 
tem are the same as above except that (1) suf- 
ficient heat shall be supplied and (2) sufficient 
humidification instead of dehumidification. 

Hospitals are adopting air conditioning, both in 
certain sections or wards and in the entire build- 
ings. They offer quite a problem in engineering 
design in that optimum conditioning for the dif- 
ferent diseases being treated will differ and require 
separate sections for each. Such spaces as ma- 
ternity wards, pediatric wards, operating rooms, 
etc. can usually be. handled with individual units. 

The St. Lukes Home, Phoenix, has recently in- 
stalled hay-fever treatment equipment in four of 
their rooms. Supplying 100 percent fresh cooled 
air in summer and warmed air in winter. All of 
the air equipment. The ionizing feature imparts a 
certain crispness or freshness to the air not other- 
wise felt. 

Members of the American Association Heating 
and Ventilating Engineers testing laboratories with 
the assistance of the physician in charge of Fever 
Therapy, St. Francis Hospital, Pittsburgh, Pa., have 
recently completed a series of tests of the clinical 
applications of a Fever Therapy cabinet in which 
the fever is induced and maintained by means of 
air conditioning. Particular success was found in 
the treatment of venereal diseases. 

The field of Air Conditioning has scarcely beer 
scratched as yet. 


LAMOREAUX HOT WELLS 


Located in the heart of the Arizona desert, 60 
miles west of Phoenix, at Tonopah P. O., 18 miles 
northwest of Hassayampa, the nearest highway 
town. The closest railroad and telegraph station is 
Buckeye, Arizona. 

Here is provided the famous Hot Mineral Water 
Baths indicated in the relief of arthritis, rheuma- 
tism, neuritis, etc. Persons with communicable dis- 
eases are not accepted. 

Battle Creek methods in hydro-therapy and diet 
are administered under expert supervision by 
trained attendants. 

Lamoreaux Hot Wells, owned and operated by 
Mr, and Mrs. Lamoreaux, is a quiet and refined 
place that doctors and their families may visit with 
every reason to anticipate a cordial welcome amid 
home-like surroundings. The guest rooms are as 
you like them at home, clean, comfortable and at- 
tractive. The meals are home cooked under the 
personal supervision of Mrs. Lamoreaux. And the 
baths—well, they approximate just what you 
would desire for yourself and your patient. 


SPENCER SUPPORTS ARE INDIVIDUAL- 
LY DESIGNED FOR THESE SIX 
CONDITIONS. 











1. Hernia Control and Prevention: When her- 
hia is inoperable a Spencer Support gives real com- 
fort .It controls the reducible hernia. It provides 
safety and restores to reasonable normal activity 
those who suffer from non-reducible hernia. 

2. Movable Kidney: Each Spencer prescribed 
for Movable Kidney is designed to support the ab- 
domen from below, upward and backward. It is 


— employed by physicians to elevate the kidney 


n cases of nephroptois. 
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RUFF’S Pre-cast 
Concrete Sanitary Septic Tank 
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A modern sanitary sewage disposal system. Scientifically 
designed to meet all sanitation specifications. For Su- 
burban Homes, Camp Grounds, Parks, Farm Houses, 
School Houses. etc. An economical means of sewage 
disposal in unsewered areas. 

Molded in ONE piece, at our plant, of everlasting rein- 
forced CONCRETE. Made in 235-gallon units, and are 
used in series. One unit will take care of a family 6 to 8. 
To increase the capacity, add another unit. 

When making your plans for a new sewage disposal, or 
your old cess-pool has gone to the bad, THE PRE-CAST 
SEPTIC TANK will do the job. 


Manufactured ‘By 


A. E. RUFF 


R. 5, Box 147 Phoenix, Ariz. Phone 9-3683 























BOOKS FOR DOCTORS 


AN AMERICAN DOCTOR’S ODYSSEY 
By Victor Heiser, M. D. 


50 YEARS IN SURGERY 
By Robert T. Morris, M. D. 
MAN, THE UNKNOWN 
By Alexis Carrel 
LIFE AND DEATH 
By Andrea Mavocchi 
TUBERCULOSIS 
By Fred G. Holmes, M. D. 
THE CITADEL 
By A. J. Cronin, M. D. 
STORY OF SAN MICHELE 
By Axel Munthe 
FROM A SURGEON’S JOURNAL 
By Harvey Cushing, M. D. 


Other Late and Important Books of Science, Travel, 
Biography, Fiction. Books for invalids with humor 
that leaves your patient with sparkling eyes and 
healthful laughter. 


ALSO AN UP-TO-DATE RENTAL LIBRARY 


Brackett-Darrow Book Shop 
39 East Adams Phoenix Phone 3-3000 
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MAY REST 
HOME 


IDEAL FOR CONVALESCENTS 


A truly beautiful new country home 
with all modern city conveniences. 
Excellent nurses care. Furnace heat 


Indian School Road at Chicago Ave. 


Scottsdale Stage Phoenix Phone 9-1222 


























with 
EARL D. PYLANT 
Pylant Flying Service 


9 Miles North of Phoenix 
on 19th Ave. 


STUDENT TRAINING 
Single 10-minute Lesson $1.00 
Complete Course $50.00 


Scenic Trips 
See Grand Canyon and Boulder Dam 
from the Air! 
Rt. 6, Box 1109 Phone 9-2708 














SOUTHWESTERN MEDICINE: 


3. Sacro-Iliac Sprain: Where direct immobili- 
zation of the joints is desired, the use of an espe- 
cially designed Spencer sacro-iliac band and pad, 
incorporated in a Spencer Corset or Belt, is high- 
ly beneficial. The pad fits against the sacrum; 
but the inner band encircles the pelvic girdle, hold- 
ing the ilia in apposition. 

4 Enteroptosis and Intestinal Stasis: A Spen- 
cer Support gives highly satisfactory results in any 
case where these conditions exist—whether due to 
diminished tonicity and stretching of the abdom- 
inal muscles following pregnancy; or where atrophy 
and diminished tonicity are due to toxemia and 
loss of fat following illness or operation; or faulty 
posture; or congenitally misplaced organs. 

5. Maternity and Postpartum Wear: Spencer 
Maternity Supports frequently relieve nausea and 
vomiting, backache and constipation when not 
pathological—and lessen or control sacro-iliac 
sprain. It is a most economical support as the 
same support can be redesigned for postpartum 
wear. 

6. Post Operative Wear. Though operative pa- 
tients may leave the hospital perfectly healed and 
in condition to renew reasonable normal acitvity, 
there are circumstances over which the doctor has 
no control where a Spencer Support is an aid, such 
as where the patient has to return to industrial oc- 
cupation; where women must engage in housework 
during convalescence; as a precaution against ac- 
cident or injury; where there is danger of nephrop- 
tosis following tumor removal or a possibility of 
hernia from long-continued drain opening. 

Spencer supports are accepted by the Council on 
Physical Therapy of the American Medical Associ- 
ation, and may be obtained in Phoenix from Mrs. 
ra G. Lewis 2333 E. Washington St. Phone 
-2252. 





SELECTIVE EMPLOYMENT 


The Arizona Employers Service Bureau located 
at 204 Goodrch Building in Phoenix specializes in 
supplying competent men and women for particular 
and discriminating doctors, hospitals, sanitariums 
and institutions. 

Bookeepers, receptionists, nurses, secretaries, 
laboratory technicians, in fact the entire gamut of 
office, professional and technical employment is 
successfully cared for in this long established and 
careful organization. 

In meeting the employer’s requirements the Ari- 
zona Employers Service Bureau make a thorough 
and complete “check up” of the prospective em- 
ployee’s background, experience, aptitude and rec- 
ord with previous employers. This is important 
and equivalent to the specialized cooperation of a 
personnel director. 

The saving in time is only one of the important 
items ini favor of this service bureau. 

You may specify to the smallest detail what kind 
of person you -require. The chances are within 
twenty four hours the person you described will be 
handing you a card of introduction from the Ari- 
zona Employers Service Bureau and, of course, 
without expense or obligation to you. 





Arteriovenous Aneurysm — Abnormal communi- 
cations between the arterial and venous circula- 
tions—by Emile Holman, A. B., B. A. Oxon, M. D., 
Professor of Surgery, Stanford University Medical 
School; Surgeon in chief, Lane and Stanford Uni- 
versity Hospitals; Successfully a member also of 
the Surgical Staffs of Radcliffe Infirmary, Oxford, 
England, Children’s Hospital, Baltimore, Johns 
Hopkins, Baltimore, Peter Bent, Brigham Hospital, 
Boston, Lakeside Hospital, Cleveland, and Peiping 


Please mention SOUTHWESTERN MEDICINE when answering advertisements. 
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Union Medical College, Peiping, China; New York; 
The MacMillan Company; 1937; $5.00. 

This monograph awarded the 1930 quinquen- 
nial Samuel D. Gross prize by the Philadelphia 
Academy of Surgery is the result of research ex- 
tending over a number of years. 

Communications between arteries and veins may 
be congenital, and acquired by trauma or as direct- 
ed experiment. The author has studied all 3 types. 
Persistent ductus arteriosus, a patent interventri- 
cular septum and the foramen ovale are congenital 
defects which are excellent examples of arterio- 
venous communication from any cause. The effects 
of such defects are: fall in blood pressure, and in- 
creased, cardiac contractions, blood volume and 
cardiac output. Repair of the defect corrects the 
abnormalities. These points the author has dem- 
onstrated experimentally on animals. 

This volume is an excellent comprehensive study 
of all phases of the subject and the physician pur- 
chasing this book need not be afraid of its becom- 
ing obsolete for there is not likely to be much funda- 
mentally new ever added to the subject. The biblio- 
graphy is complete. The printer’s art is of the 
high-standard-MacMillan publications. 





The Collapse Therapy of Pulmonary Tuberculosis, 
by John Alexander, B.S., M.A., M.D., F.A.C.S., 
Professor of Surgery, University of Michigan, Sur- 
geon-in-charge, Division of Thoracic Surgery, De- 
partment of Surgery, University of Michigan Hos- 
pital; with Contributions of Chapters III and IV 
on Physiologicai Principles and Pathology of Pul- 
monary Collapse by Max Pinner, M.D., F.A.CP., 
Herman M. Biggs Memorial Hospital, Ithaca New 
York, Principal Diagnostic Pathologist, District Tu- 
berculosis Hospitals, New York State Depart- 
ment of Health; Chapters XI and XII on 
Pneumothorax by John Blair Barnwell, B. A., M. D., 
Associate Professor of Internal Medicine, Univer- 
sity of Michigan, and Physician-in-charge, The 
Tuberculosis Unit, Department of Internal Medi- 
cine, University of Michigan Hospital; Chapter XV 
on Oleothorax by Kirby Smith Howlett, Jr., M. S., 
M. D., Resident Laurel Heights State Tuberculosis 
Sanatorium, Shelton, Connecticut; Charles C 
Thomas; Springfield, Illinois and Baltimore, Mary- 
land; 1937; $15.00, 

This is a large volume of over 700 pages 8x10%% 
inches. The contents is divided into 31 chapters, 
with subject matter as follows: perspectives of 
collapse, evolution of surgical therapy, physiologic 
principles, pathology of collapse, choice of opera- 
tion, bilateral collapse, phrenic paralysis, scaleni- 
ectomy and -otomy, pneumothorax pneumonolysis, 
oleothorax, intercostal nerve paralysis, thoraco- 
plasty, surgical drainage of pulmonary cavity, tu- 
berculous empyema, and tuberculosis of the tho- 
racic wall. There are 367 illustrations, 1342 re- 
ferences and 28 pages of index. 

Physicians doing tuberculosis work almost must 
own this book. 

The physical appearance of it is superb. Con- 
gratulations to both the publisher and author. 


Fractures, Dislocations and Sprains by J. Albert 
Key and H. Earle Conwell; C, V. Mosby Company, 
3525 Pine Blvd., St Souis, Mo.; 1246 Pages; $12.50. 

In the present edition the authors “have incor- 
porated those additions and changes in our methods 
of diagnosing and treating fractures which since 
the publication of the first edition we have found 
beneficial and which we believe to be sufficiently 
important and well-tested to warrant publication 
in a textbook.” 

Three years ago when this book was first pub- 
lished it received an enthusiastic response from the 
medical profession. ‘The present edition should 











R. H. Parsons 


PUBLIC ACCOUNTANT 
INCOME TAX SERVICE 
SYSTEMS INSTALLATIONS 

| AUDITS 


Security Bldg. Phoenix, Arizona 




















The 


Florence Crittenton Home 
of Phoenix 


1022 E. GARFIELD ST. 
PHOENIX, ARIZONA 
Phone 3-9609 


A Protestant Christian home for the pro- 
tection and rehabilitation of the unmar- 
ried mother. Girls of any race or creed 
are admitted. Discipline is parental, ana 
family atmosphere prevails. Registered 
nurses under ethical physicians’ direc- 
tions maintain standards for the pro- 
tection of all in the institution. You are 
invited to examine our equipment to fa- 
miliarize yourself with practices and 
routine. 
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A NATURAL AID FOR 
KIDNEY DISORDERS 


Mountain Valley Water is a natural aid for kidney 
disorders. Direct from Hot Springs, Arkansas, 


where it has been prescribed by doctors for more’ 


than 75 years. 

Mountain Valley Water is pleasant tasting, natur- 
ally soft and pure. Give it a trial today and drink 
your way to health. 


Supreme Brand Grocery & 
Malt Syrup Shop 
417 E. Washington Phone 3-2178 


PHOENIX 














FOR YOUR INSURANCE 
REQUIREMENTS— 


H. F. Herwig Insurance 
Agency 


Phone 3-5415 Phoenix, Arizona 

















FOR QUICK SERVICE 
CALL 


VALLEY MESSENGER 


3-5253 


Messenger Service + Parcel Delivery 
Advertising Distributors 
PHOENIX 











Smith’s Figure Control Studio 
@ REDUCING 
@ EXERCISE 
@ MASSAGE 


Natural Solarium 
For Sun Bathing 
502 W. Lynwood 


Phoenix Phone 3-4214 
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receive even a greater reception; it contains 82 
additional pages and 57 more illustrations. The 
chapter on “Fractures of the Jaw and Related 
Bones of the Face” by James Barrett Brown has 
been rewritten and is about double its former 
length, there being some 30 new pages. The re- 
viewer feels that this was a wise move as there has 
been too great a tendency, in the past, to “pass the 


-buck” on fractures of the jaws. These are often 


referred, both by surgeons and orthopedists, to 
dentists, which should not be, if the fundamentals 
involved in this type of fracture are understood. 

The chapter on “Injuries in the Region of the 
Hip” contains additional detail on the various in- 
ternal fixation methods, for fracture through the 
neck of the femur, such as the use of the Smith- 
Peterson nail, Moore’s pins, etc. The “Roger An- 
derson Well Leg Traction Splint” for trochanteric 
fractures of the femur is described. 

This book seems complete and up to date in 
every detail. One can not recommend it too high- 
ly to anyone interested in fractures, dislocations or 
sprains, as all methods described are sound and 
have been thoroughly tested out. in 3 





A TEXTBOOK OF MEDICINE, by Americar. 
Authors; Edited by Russell L. Cecil, A.B., M.D., 
Sc. D., Professor of Clinical Medicine, Cornell Uni- 
versity Medical College; Associate Attending Physi- 
cian, New York Hospital, New York City; Associate 
Editor for Diseases of the Nervous System; and 
Foster Kennedy M.D., F.R.S.E., Professor of Neurol- 
ogy, Cornell University Medical College; Director, 
Department of Neurology, Bellevue Hospital, New 
York City; Fourth Edition, Revised and Entirely 
Reset; 114 pages with 42 illustrations; Philadel- 
phia and London; W. B. Saunders Company; 1937; 
Cloth, $9.00 net. 

This modern text on medicine has been written 
by 140 physicians; it may be safely said that each 
is especially trained in the field on which he writes. 
These men certainly should, and apparently have 
prepared a book superior in a variety of ways to 
any book on such a subject by one man, no matter 
how eminent he may be. 

The elaborate index makes this a thoroughly 
practical up-to-date book on medicine. Physicians 
should be so eager for this as to cause an early 
reprinting. It is a Saunders book and this testifies 
to the excellence of preparation, 





Group Hospitalization: A Report Prepared by The 
Bureau of Medical Economics, American Medical 
Association; 1937; American Medical Association; 
535 North Dearborn Street, Chicago. 

The insurance principle of paying hospital bills 
has been in use for many years but only recently 
has the idea become especially prevalent. This 
small paper-bound volume of 300 pages is an 
analysis of what is taking place and is an attempt 
to predict the ultimate effect upon the practice of 
medicine from the standpoint particularly of ad- 
vancement of the medical science. 





DOG AND CAT CLINIC 


We believe our readers will be interested in the 
announcement of Dr. R. W. Case, whose Dog and 
Cat Clinic, located at 1534 West McDowell Road, is 
considered the foremost in Arizona. 

Complete in equipment and all modern devices, 
this clinic affords the maximum of successful at- 
tention in the treatment of dogs and cats. The 
clinic building, recently erected by Dr. Case, is 
air conditioned and heated. The sanitary installa- 
tions are noteworthy. Up-to-the-minute surgery 
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equipment includes an ultra-violet operating lamp 
which can be seen over the table. 

Dr. Case reports the advance in animal medica- 
tion steps right along with that of the human field. 
A large percentage of medication in his clinic is 
through the intravenous method—wherein amazing 
results are often noticed. 

Dr. Case, a graduate of one of the country’s best 
regarded veterinary colleges, specializes exclusively 
on dogs and cats. They are brought to him from 
every section of Arizona. Physicians who are asked 
to give medication to the family pet, or perform an 
emergency operation, will find Dr. Case and his dog 
and cat clinic a splendid and successful alternate 





“Nursing and the Registered Nurse” and “Nurs- 
ing and How to Prepare for It” and “Nursing—A 
Profession for the College Graduate;” prepared by 
the Nursing Information Bureau of the American 
Nurses’ Association of New York City; available 
at the Secretary of the Arizona State Nurses’ As- 
sociation; 210 Southern Arizona Bank Building, 
Tucson, Arizona. 

These pamphlets are just what the titles indi- 
cate and are designed to answer the questions 
which a nurse or one contemplating entering the 
profession would ask in order to understand the 
possibilities open to the graduate nurse. Physicians 
are frequently asked questions by young women 
which these brochures should easily answer. 





United States Civil Service Examinations are to 
be held on applications filed not later than De- 
cember 31 for states west of Texas and Colorado, 
and December 28 for all other states, for various 
positions in maternal and child health work and 
for syphilis research; the salaries range from 3200 
to 5600 dollars. 











PRACTICE GOLF 


NOW OPEN ALL DAY 
And Evenings 


Get your game in shape for future tournaments. 
Helpful suggestions gladly given. 
65 Balls, 50¢ 
DENBY’S PRACTICE 
GOLF COURSE 
12th Street & McDowell 














Eva M. Harris 
Maternity Home 


Phone 4-3486 1103 E. Culver Street 


PHOENIX, ARIZONA 

















Telephone 3-4481 


KITTY DIXON SCHOOL OF BUSINESS 
GREGG SHORTHAND 


Typing, Bookkeeping, Filing, Dictaphone 





Arch Supports 
Made To Order 


























GUARANTEED TERMITE CONTROL 
OF ARIZONA 


Free Inspections 


H. REED, Manager 


239 North Central Phone 3-060i 
Phoenix, Arizona 























W. H. AUSTIN 
Monroe and Burroughs 
CHIROPODIST 
Calculating Machine Operation 
Home Builders Building 

128 North Ist Ave. Phoenix, Arizona Goodrich Bldg Phoenix Phone 3-5975 
Structural Pest State Licensed 
Control Operators 


NON-SKID 
LONG LIFE 
RESILIENT 
NOISELESS 





TRAPS THE DIRT EVERY TIME 
INSTANTLY CLEANED 


Wm. J. GREY COMPANY 
237 Ellis Bldg. Phoenix Phone 3-1461 
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ETHICAL ADVERTISING 


Re of SOUTHWESTERN MEDICINE may trust our advertisers. 

Our Publication Committee investigates and edits every advertisement 
before it is accepted. It must represent an ethical and reliable institution 
and be truthful or it is rejected. These advertising pages contain a wealth of 
useful information, a world of opportunities. Read them all. 
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General Electric X-Ray Co. 





Gray, Wm. J. Co. 





Harmonson, Air Conditioning 





Harrisi Maternity Home 





Herwig Insurance Agen 





Hynson, Westcott & Dunnig 








Indian School Pharmacy 
Irvine, W. L., Photographer 





Ketchum Citrus Juice 





Lamoreaux Hot Wells 





Las Encinas Sanitarium 





Laird & Dines Drug Store 








Lilly & Company, Eli 


Linen Supply Service, Phoenix Laundry 





Mead Johnson & Company 
Martin Drug Company 
Messenger Service, Valley 
Mission Dairy 
Muckle, Paul A. X-Ray 
Medical & Dental Finance Bureau —......_-_»»>_S_ i 
May Rest Home 
Mesa Ranch School 
Nurses Registry 
Pathological Laboratory 
Parke Davis & Company 
Perfection Products Co. 
Peter Pan School 
Park Hill Drug Co. 
Physicians Casualty Association 
Poland Water 
Philip Morris Cigarettes 
Parsons, R. H. 
Pylant Air Service 
Petrolagar Colored 
Robertson Drug Co. 
Ruff Concrete Tanks, A. E, 
Soiland, Costollow & Meland, Drs. 
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Spencer Corsets & Belts 
Southwest Surgical Supply Co. 
Smith, Kline & French 
Smith Figure Control 
Specialists in the Southwest 
Supreme Brand Grocery 
Turner X-Ray Laboratory 
Wayland Prescription Pharmacy 
White Cross Drug Store 


Woodcroft Hospital 
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Please mention SOUTHWESTERN MEDICINE when answering advertisements. 








